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NOW patients with non-specific dermatoses 
can maintain regular bath schedules 


AVEENO, because of its 
colloidal nature and natural 
oat oil content, softens the 
skin and provides a soothing 


lubricating action 


Thus permitting the patient to maintain regular 
bath schedules without irritation or pruritic effect. 


Aveeno colloid baths are recommended for 
greater efficacy and convenience in the non-specific 
treatment of eczematoid dermatitis, neurodermatitis, 
contact dermatitis, irritated and itching skin and 


generalized inflammatory skin conditions. 


Samples, literature and instruction sheet 


pads sent on request. 


E. FOUGERA & CO. INC. « Sole Distributors 
75 Varick St. « New York 13, N. Y. 


® 
AVE int ... the new concentrate from oatmeal, instantly- 
ready-to-use . . . product of Quaker Oats Company 


AVAILABLE IN DRUG STORES ONLY, IN 18 OZ. AND 5 LB. PACKAGES 
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NEW... IMPROVED! on 


Now . . . no finer Cautery Set for — use in office 
or hospital. Assures effective treatment of Sou 
and cervical erosions with en post-operative compli- 

A valuable oddtion te yor Component and its location have been planned for greatest 
component and its location have p or 

ence library —write for it today: efficiency. Time-tested National vars 


“Electro-Cauterization: The — the heart of the National No. 900 Cautery ge — 
Modern Technic. guarantee reliability . .. plus a new compactness, modern 
Use coupon below. appearance and ease-in-use. 
Dept. AD, 92-21 Corona Ave., 
Elmhurst, L.1., N.Y. 
| ] | | Send me my free copy of “‘Electro-Cauterization: 
The Modern Technic.” ry 
ELECTRIC INSTRUMENT CO., INC. Send chet 
92-21 Corona Ave., Elmhurst, Y. 
World-Famous Makers: 
lectro-Medical Instru: 
City. 
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When patient has history of cosmetic sensitivity, or when cosmetics may 
reasonably be suspected as a contributing if not the etiological factor in 
your patient’s symptoms of allergy, we suggest: 


1) Primary tests with those of our 
products your patient is using or 
contemplates using, to eliminate 
products to which there is no 
demonstrable reaction. (We sug- 
gest patch testing because it simu- 
lates normal conditions of use. 
The inside of forearm is good 
field for these tests.) 


2) Secondary tests with constitu- 
ents of products causing reaction, 
to trace offending agents. (In spe- 
cific cases, on written request, we 
supply testing materials, gratis.) 


aging 
CLEGG 


3) Modification of formulae, when 
possible, to eliminate ingredients 
to which patient demonstrated a 
sensitivity. (We extend this serv- 
ice to our patrons without extra 
charge.) 


4) Final check tests with modified 
formulae to make certain there is 
no reaction. 


Preparations by Luzier are regularly available in an unscented variation. 
They do not contain orris root or rice starch. Any of their normally harmless 
constituents, however, is potentially allergenic, for which reason we suggest 
testing, when practicable. Fees for such tests are patient’s responsibility. 


LUZIER’S. INC., MAKERS OF FINE COSMETICS . . KANSAS CITY 3, MO. 
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well tolerated 


side-effects have not constituted a Problem 
in therapy,”3 


Supplied; 250 m 


8- capsules, bottles of 16 and 100; 
100 


™8- Capsules, bottles of 25 and 100; 
» bottles of 95 and 100, 
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SPECIFIC ANTIBIOTIC THERAPY 
WITH LITTLE LIKELIHOOD OF SENSITIVITY 
ON TOPICAL APPLICATION 


Bacitracin Ointment-C.S.C. to a large extent removes one of 
the drawbacks of topical antibiotic therapy—the threat of local 
allergic reactions. Its low index of allergenicity makes possible 
its use over prolonged periods for optimal therapeutic results. 

Bacitracin inhibits the growth of many gram-positive 
organisms, and frequently is effective against organisms re- 
sistant to penicillin. Thus it is especially useful in the treat- 
ment of many pyodermias and other cutaneous infections due 
to bacitracin-sensitive organisms. 

Containing 500 units per gram of oleaginous base, Bacitra- 
cin Ointment-C.S.C. has been found highly useful for local 
application to the skin. 

It is indicated in the treatment of impetigo contagiosa, 
ecthyma, infectious eczematoid dermatitis, and other cutane- 
ous infections. It is also of value in combatting secondary 
infection complicating scabies, eczema, and other dermatologic 
conditions. 

Bacitracin Ointment-C.S.C. is supplied in % and 1 ounce 
tubes, and in 4 ounce tubes for hospital use. 
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COMMERCIAL SOLVENTS CORPORATION, 17 E. 42nd St., New York 17, N. Y. 
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well tolerated, orally effective 
Systemic Bismuth Therapy 
with an increasing range of 
Clinical Effectiveness 


Each tablet contains 410 mg. of sodium 
bismuth triglycollamate, equivalent 

to 75 mg. of metallic bismuth. 
Bistrimate rapidly establishes and 
maintains therapeutically effective 
excretion levels of bismuth. 


Ginical indications: 


Recently published reports reveal 
that interesting results have been obtained 
from the clinical use of Bistrimate-Smith 
in certain dermatological conditions 
such as lupus erythematosus and 4 
onilology lichen planus. Bistrimate may be employed 
A. at Atlantic City, New in conjunction with arsenicals in the 
treatment of all types of syphilis. 


he 
of Investigative 


, James 
Miller, Thomas H., M.D. and Delaney 


in Dermatology. 
Oral Bismuth nilolog, Vol. 


constantly ancr easing, and summarres 

these reports, are available 

request: 

Gross, Elmer R., MD.; Wright, Oral Bismuth 

4 Therapy in Syphilis and Various 

at the Pennsylvania Medical Sd 

at Philadelphia, Pennsylvania. 

Gross, Elmer R., M.D Howle 

Treatment of Dermatoses 

4 with oral Sodium Bismuth 

Section of Dermatology and 

tennial Meeting of the AM 

june 12, 1947. 

aa 3 Year Book of Dermatology and Syphilology, 1946, pase 31. — 

sawicky, M.D; Bistrimate (sodium pismuth trighycolla- j 

4 mate) Administered DY Mouth in the Treatment of Chronic 

Discoid Lupus Erythematosus: The Journal of investigative Der- 

matology, Vol 9 #° september 1947. 

Howles, James K., MD. Treatment of Inflammatory WHY 

5 Dermatoses with Oral Bismuth (sodium bismuth Z 

pascher, Frances, MD.; Sawicky, 0, 77) 

=. t 1949. 


In a survey* of dermatologists, at the Academy of 
Dermatology meeting in Chicago, in December 1950, 81.3% 
stated that members of their family used Revlon nail enamel. 


More Dermatologists 
Wives Wear Revlon 


than all other nail enamels combined ! 


Because nothing in all the world surpasses 
Revlon nail enamel—for fabulous color, fashion 
authority, lasting beauty...and superior quality. 


Revlon is a true nail enamel. Acceptance 
by the Committee on Cosmetics of the 
American Medical Association 

is recognition of Revlon’s 

unsurpassed quality through 
laboratory-controlled production. 


Revlon Products Corp., 745 Fifth Ave., NewYork, N.Y. 
*Complete survey results available on request. 
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Soap sensitive 
skin? 


Wren soap causes, inflames or prolongs dermatitis and 
dermatoses...cleanse with LOWILA. Completely soapless, mild 
LOWILA leaves the ‘acid mantle” of the skin intact; works with, not 
against your therapy; helps remove crusts and scales gently. 


proto 


soapless 
virtually non-irritant 
elathers well 


e cleanses efficiently 
for skin cleansing 


--- face, hands, bath 
LOWILA cake 


for household cleansing 
--- laundry, dishes, etc. 
LOWILA liquid 


WESTWOOD PHARMACEUTICALS 


: Division of Foster-Milburn Co. 
Dept. D 468 Dewitt St., Buffalo 13, N.Y. 
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Which girl has the natural curl... and 


WHICH GIRL HAS THE TONI? 


Toni . . . Dermatologically Safe. In evaluating any cosmetic agent, the dermatologist 
is concerned with its primary irritant effect and sensitizing potential. 

Toni Home Permanent’s safety record is impressive in both respects. Controlled 
alkalinity places the waving lotion pH in the range of mild toilet soap. 

Concentration of the active agent (ammonium thioglycolate) is lower than that of any 
other nationally distributed cold wave product. Actual usage tests on over 

10,000 subjects have shown no instances of serious skin irritation, and extensive 
research has proved the low sensitizing potential of both the waving lotion 


and neutralizer. 


Best Testimonial of Merit. Toni has given more than 
100,000,000 long-lasting, natural looking waves —more than 

all other home permanents combined. This evidence 

of consumer acceptance provides outstanding proof of the 
product’s merit. Lovely Eloise Sahlen, on the left, has the Toni. 


THE TONI COMPANY + MERCHANDISE MART + CHICAGO 54, ILLINOIS 
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HOME PERMANEN 
REFILL KIT 


Here’s why you'll win lifelong -iimapasgiats whenever 


you recommend [ 


Instantly and Completely 
bee Conceals Skin Blemishes 


A unique preparation, 
COVERMARK is highly 
recommended by hundreds of 
doctors and dermatologists for 
the concealment of permanent 
- and temporary facial and 

| skin disfigurations. Called 


a “modern miracle” by Reader’s 
Digest, COVERMARK conceals birthmarks, 
burns, scar tissue, vitiligo, broken veins and discoloration 
around the eyes or on the body. 


Easily and quickly applied, COVERMARK is 
regularly used by men with birthmarks, burns or 
other facial blemishes. Children, too, quickly 
learn to apply COVERMARK. 


COVERMARK comes in 6 shades to match all 
complexion colorings. 


Write for free illustrated professional booklet 
on COVERMARK 


LYDIA O’LEARY INC. Depr. ama 
41 EAST 57th STREET, NEW YORK, N. Y. 
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Doctor, will soap and water 


cleansing irritate my skin? 


Ithough this question may still arise in the course 

of your practice, you will probably hear it less often as time 
goes on. This is because dermatologists themselves 

have been telling their patients that the answer so 

often lies in the mildness of the soap itself, 

and in proper twice-a-day cleansing. It is not surprising 

that more and more women are being 

educated by their dermatologists to regular 

complexion care with Camay. Camay, 

the Soap of Beautiful Women, is mild, 

yet effective in its cleansing results. In fact, 

a group of dermatologists have tested 

Camay under precise clinical conditions. 

Supervising tests of regular cleansing r 

with Camay on the complexions of more amay 
than 100 women, they found that a The Soap of 
change from former methods to Camay Beautiful Women 
care was beneficial in almost all cases. They concluded: 
“Camay is really mild... it cleansed without irritation.” 


Samples of Camay are available for your personal 
or office use and for your observation. Just mail a post- 
card request to Procter §$ Gamble, Cincinnati 1, Ohio. 
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DEPTH OF PENETRATION IN MILLIMETERS 


40 KV 
no Filter 


100 KV 


i 


no Filter 


ZEPHYR “120” 


T mm, Filter 3 mm. Filter 


ZEPHYR “140” 
120 KV 140 KV 
3mm. Al. .25mm. Cv. 


superficial hrough 


intermediqte therapy 


120Kv 


PICKER ZEPHYR “60”. 


30 KV 50 KV 60 KV 


10 KV 20 KV 
no Filver 0.15 mm. Al. 0.5 mm. Al. 0.5 mm. Al. 1.0 mm. Al. 3.25 mm. Al. 


eputine and heavy-duty superficial therapy schedules 


60 KV 


full-spectrum range... grenz-ray, 


$s8ss S 8 


90% of the incident radiation will be absorbed within 
the shaded areas shown. All values are approximate 
and should not be used os a guide for treatment. 


the Picker “Zephyrs”... 
right for every kind of 
superficial or intermediate 
x-ray therapy application. 
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MAYO FOUNDATION 


Fellowships 


in 
DERMATOLOGY AND SYPHILOLOGY 


at Rochester, Minnesota 


— supervised by the faculty of the Mayo Foundation and the staff of the Mayo Clinic 


— employing clinical, laboratory and research facilities of the Mayo Foundation, the Mayo 
Clinic and affiliated Rochester hospitals 


— during the fellowship program in Rochester, all fellows are enrolled as graduate students 
in the University of Minnesota, and may be candidates for the M.S. or Ph.D. degrees 


— three-year fellowships with stipend approved by American Medical Association and American 
— of Dermatology and Syphilology. Approved fellowships offered in the following 
elds : 
Ophthalmology Proctology 
Orthopedic 8 Psychiatry 


ntistry urgery 
& Otolaryngology & Rhinology Radiology 
Internal Medicin Pathology Surgery, General 


Neurologic snc Pediatrics Urology 
Neurolo; Physical Medicine & Rehabilitation Basic Medical & Experimental 


Obstetrics & Gynecology Plastic Surgery Laboratory Sciences 
— appointments made quarterly; fellowships commence January, April, July, October 
MAYO FOUNDATION 
Fer Medical Education and Research 


University of Minnesota 
Rochester, Minnesota 


Pleasingly and efficiently 
serving, patient and physician 
during, winter months 


SUPERFATTED 
BASIS SOAP 


For dry sensitive skin 


LABORATORIES, INC 


STAMFORD CONN U.S. A 


Mfgrs. of Aquaphor— Elastoplast. 
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LUPOID ROSACEA 


CARL W. LAYMON, M.D. 
MINNEAPOLIS 
With the collaboration of Allan A. Dixon, M.D., Edmonton, Alta., Canada 


APULAR lupoid rosacea, in certain cases, is most difficult to distinguish from 

the rosacea-like or micropapular tuberculid. Obviously the differentiation is an 

arbitrary, morphological one since there are no tests which infallibly settle the 

problem in questionable cases. In an attempt to evaluate the histological observa- 

tions in rosacea and the micropapular tuberculid, Laymon and Michelson * in 1940 

performed biopsies on 30 patients with rosacea. After examination of sections from 

‘ these patients they stated that there should be no confusion microscopically between 

true rosacea and the rosacea-like tuberculid and that in those sections in which 

giant cells were observed the cells were usually iocated about a degenerated follicle 

and true tubercle formation or even collections of epithelioid cells were absent. 

Continued observation over a period of 10 years, however, has altered these views. 

Patients have been seen whose eruptions were diagnosed rosacea-like tuberculid 

clinically in whom no histological evidence for a diagnosis cf tuberculosis could be 

found. Patients have also been observed whose eruptions were diagnosed rosacea 

clinically and who presented well developed tuberculoid structure microscopically. 

It is our opinion that patients with facial eruptions diagnosed as rosacea-like tuber- 

culid have been presented at various meetings, with insufficient evidence both 
clinically and histologically for such a diagnosis. 

In 1948 Laymon and Schoch ? continued the study of rosacea. Biopsies were 
performed in 78 additional cases which were considered incontestable examples of 
that disease clinically. The histological pictures were divided into three types: 
(1) those in which the infiltrate was purely banal; (2) those characterized by a 
few foci of tuberculoid structure, consisting of sparse epithelioid cells with or with- 
out one or more giant cells, and (3) those in which there was classic tuberculoid 
structure, even with tubercle formation. Photomicrographs illustrating the various 
types were published in 1948.* 

In some sections in which the disease was classified as type 1 the infiltrate 
was deposited rather diffusely throughout the corium, whereas in others it was 


Read at the Seventieth Annual Meeting of the American Dermatological Association, Inc., 
Jasper National Park, Alta., Canada, June 22, 1950. 

From the Division of Dermatology, University of Minnesota, H. E. Michelson, M.D., 
Director; and the Department of Dermatology, Minneapolis General Hospital, Carl W. Lay- 
mon, M.D., Director. 

1. Laymon, C. W., and Michelson, H. E.: The Micropapular Tuberculid, Arch. Dermat. 
& Syph. 42:625 (Oct.) 1940. 

2. Laymon, C. W., and Schoch, E. P., Jr.: Micropapular Tuberculid and Rosacea: Clinical 
and Histologic Comparison, Arck. Dermat. & Syph. 58:286 (Sept.) 1948, 
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arranged in foci, especially about the follicles and sebaceous glands. The degree 
of intensity of the infiltrate varied considerably, being rather sparse in some sections 
and extremely heavy in others. In some sections the cellular infiltrate was almost 
purely lymphocytic, while in others there were large numbers of polymorphonuclear 
leukocytes. In most sections the vessels of both the deep and the superficial layers 
of the cutis were dilated. Perivascular infiltration was common. In some there 
was definite hypertrophy of the sebaceous glands with the formation of new glands 
and fibrous connective tissue. Plasma cells were seen in many sections and eosino- 
phils in a few. In several there was edema of varying degree of both the epidermis 
and the cutis. Eighty-six per cent of the 78 cases were placed in this category. 

Eleven per cent of the cases showed tuberculoid structure of slight degree, small 
numbers of epithelioid cells with or without one or more giant cells interspersed 
among the foci of nonspecific infiltrate. Areas of tuberculoid structure were seen 
both in the perifollicular and in the interfollicular regions. In only two of the nine 
cases in this group were there ruptured follicles which might conceivably produce 
a foreign body type of reaction. In all the other cases the follicles seemed entirely 
normal. 

Three per cent (2 cases) presented classic tuberculoid structure characterized 
by small, sharply defined cellular infiltrations in the upper and middle portions of 
the cutis, consisting of nests of epithelioid cells with a centrally placed giant cell 
of the Langhans type and a peripheral zone of lymphocytes. Central necrosis was 
not seen. Both of these cases exhibited characteristic tubercle formation. It is 
noteworthy that in one of these two cases two biopsies were performed of com- 
parable papular lesions on different parts of the face. Sections of one of the lesions 
showed characteristic tuberculoid structure with tubercle formation, while those 
from the second lesion showed an entirely nonspecific infiltrate. This observation 
prompted the present study, in which contralateral biopsies were performed in 
rosacea in an attempt to determine how frequently some papules show tuberculoid 
structure while others in the same patients show only banal inflammation. 


ROSACEA-LIKE OR MICROPAPULAR TUBERCULID 


Lewandowsky’s * description of the rosacea-like tuberculid is now well known, 
and the disorder has been discussed repeatedly in the past several years. In 1940 
Laymon and Michelson * stated their belief that cases presenting an eruption of the 
face consisting of small papules so arranged that they gave the casual appearance 
of rosacea were often diagnosed as rosacea-like tuberculid when a careful analysis 
might have shown that the eruption was not of tuberculosis at all or belonged to 
some other type of that disease such as lupus miliaris disseminatus faciei, acnitis or 
papular sarcoid. 

From 1937 to 1939 Pautrier * and his co-workers described a facial tuberculo- 
derm consisting of small, round, raised, brownish violet papules which suddenly 


3. Lewandowsky, F.: Uber rosacea-ahnliche tuberkulide des Gesichtes, Cor.-Bl. f. schweiz. 
Aerzte 47:1280 (Sept. 29) 1917. 

4. Pautrier, L. M., and Lanzenberg: Tuberculides de la face, a petitis nodules non ulcéres 
(acnitis), Bull. Soc. frang. de dermat. et syph. (Reunion dermat., Strasbourg) 44:2159 (Dec.) 
1937. Pautrier, L. M., and Woringer, F.: Tuberculides micronodulaires de la face, ibid. 45:121 
(Feb.) 1938. Pautrier, L. M.: Tuberculides micronodulaires de 1a face, ibid. 45:700 (May) 
1938. Pautrier, L. M., and Woringer, F.: Tuberculides micronodulaires de la face, du cou et 
de la poitrine, ibid. 46:413 (April) 1939. 
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appeared over the forehead, nose, cheeks and chin. The individual lesions were 
sharply circumscribed and showed a yellowish brown stain on application of dia- 
scopic pressure. Necrosis and ulceration were entirely absent. In all the four 
cases described by Pautrier the cutaneous reactions to tuberculin in dilutions of 
1: 1,000 were positive. No active focus of internal tuberculosis was discovered 
in any of the four cases, although one patient presented roentgenologic signs of 
old healed pulmonary tuberculosis. The authors assigned the term micronodular 
tuberculid to this disorder. 

In 1940 Laymon and Michelson’ reported the cases of 14 patients who pre- 
sented similar eruptions occurring predominantly on the face, although in a few 
cases papules were present on the neck. The lesions differed from those of necrotic 
papular tuberculid in that they were smaller, more numerous, not elevated and 
without microscopic central necrosis. After disappearance of the lesions varioliform 
scars often resulted. In some cases the eruption consisted entirely of small papules, 
while in others there were papules and some hyperemia which suggested rosacea. 
The course of the disease was prolonged into months or even years, but eventually 
the lesions underwent involution, usually in a manner altogether in contrast with the 
behavior of lupus miliaris disseminatus faciei lesions, which disappear a few 
at a time. A history of tuberculosis or close association with tuberculous relatives 
was found in most cases. The reactions to tuberculin (Mantoux, 1: 1,000) were 
positive in 12 of the 14 cases. In the other two it was practically impossible to 
differentiate between a papular tuberculid and sarcoid on the basis of either the 
clinical or the histological observations. Michelson and Laymon suggested the term 
micropapular, instead of micronodular tuberculid, since in the American literature 
“papule” is synonymous with “nodule” as used on the Continent. 

Many sections were examined from the 14 patients who had the micropapular 
tuberculid. It was striking that a pathognomonic picture was lacking and that 
even though the clinical diagnosis seemed certain beyond doubt the histological 
picture could never be anticipated. The impression was gained from a survey of 
these sections that the micropapular tuberculid could be alined histologically with 
the chronic indurative type of tuberculosis. The epidermis was almost invariably 
atrophic, which picture is in keeping with the observations in cases of lupus miliaris 
disseminatus faciei and sarcoid but in contrast with those associated with lupus 
vulgaris. In contradistinction to the picture in the necrotic papular tuberculid, 
the epidermis remained intact. The infiltrate in the cutis was subject to extreme 
variations. In some sections it was located high in the cutis while in others it 
appeared as vertically placed lobes extending down to the hypoderm. In some 
cases it consisted of almost pure epithelioid cells with occasional giant cells without 
banal inflammation, while in others there was tuberculoid structure surrounded 
by considerable banal inflammation. Liquefaction necrosis was not seen. 

Miescher,® in 1943, discussed rosacea and the rosacea-like tuberculid. He classi- 
fied rosacea as appearing in three characteristic forms: (1) the pure, erythematous, 
telangiectatic form; (2) the glandular hyperplastic form which leads to rhinophyma 
and which, he said, occurs almost exclusively in men, and (3) the micronodular 


5. Miescher, G.: Rosacea und Rosacea-ahnliche Tuberkulide, Dermatologica 88:150 (Sept.- 
Oct.) 1943. 
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form which is associated with acne-like papules, which occurs most frequently in 
women. Fifty-eight cases of papular rosacea in which there were negative observa- 
tions on diascopic pressure were examined histologically by Miescher. The histo- 
logical pictures were classified into three types plus one nonclassifiable form which 
Miescher called “resorption granuloma.” The three types were (1) a banal one 
in which there was no tuberculoid infiltrate, (2) a transitional type in which there 
were occasional foci of epithelioid cells and (3) a type in which the infiltrate had 
features indistinguishable from those of the infiltrate in classic cutaneous tubercu- 
losis. Eighty per cent of Miescher’s cases showed tuberculoid structure. General 
physical examinations were made in almost all the cases, but only occasionally 
were there any concomitant evidences of tuberculosis. In four instances there was 
calcification in the lungs; in one, pleurisy with erythema induratum, and in three, 
enlargement of lymph nodes. Miescher concluded that the histological picture was 
the most important diagnostic criterion and that all cases of papular rosacea repre- 
sented a mild form of tuberculid. 

In 1949 Snapp * discussed “Lewandowsky’s rosacea-like eruption.” He stated 
that a true tuberculid must have the following criteria: (1) a definite focus of 
tuberculosis or history of such and (2) hypersensitivity to tuberculin. Snapp felt 
that the rosacea-like tuberculid of Lewandowsky did not meet either of these criteria 
and therefore should not be classified as a tuberculid. His views were based on 
a resumé and follow-up study of 20 cases of “rosacea-like tuberculid of Lewan- 
dowsky.” A follow-up study was possible in 16 of these 20 cases. Observation 
periods ranged from one to 11 years. Mantoux tests of 11 patients during the 
period of eruption showed a low degree of tuberculin sensitivity. In all but one 
patient no active foci of tuberculosis could be demonstrated. Snapp believed that 
the disease has a definite duration, that there is spontaneous and complete clearance 
without scar formation and that approximately 25 per cent of patients have recur- 
rences. He concluded that what had been called rosacea-like tuberculid is not a 
tuberculid. He admitted, however, that the question as to whether or not this 
disorder represents an entity dependent of rosacea is still open but stated that it 
was his opinion that it is an entity which is entirely distinct from papular rosacea. 
The reasons for his belief were as follows: 1. Lesions are present outside the 
typical location of rosacea—that is, the lateral surfaces of the face and below the 
mandibular contour on the neck and on the chin—and the nose is relatively free 
from involvement. 2. There is conspicuous uniformity of lesions, including typical 
diascopic observations in most lesions. 3. Formation of pustules does not occur ; 
gross telangiectases are hardly ever present, and the lability of the vascular system 
in the face, with great readiness to flush, is present in most cases. 4. Dilatation 
of follicles and formation of pustules on the nose are conspicuously absent. Spon- 
taneous involution of the eruption and freedom from it over as long as 10 years 
is the rule. 5. The papular lesions of “Lewandowsky’s disease” show little response 
to therapy directed against rosacea, while papular rosacea responds to such mea- 
sures. 6. Although in banal rosacea tuberculoid structure may be found, Snapp 
felt that a further point in favor of “Lewandowsky’s disease” being an entity is 
the fact that no matter how many lesions are studied histologically one uniformly 


6. Snapp, R. H.: Lewandowsky’s Rosacea-Like Eruption: A Clinical Study, J. Invest. 
Dermat. 13:175 (Oct.) 1949. 
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sees a rather striking tuberculoid structure which is not observed in rosacea. 
Snapp concluded that “Lewandowsky’s disease” is not a tuberculid but a disease 
sui generis different from rosacea. 

In 1948 Laymon and Schoch? further discussed the micropapular tuberculid 
and rosacea. They felt that the commonly accepted clinical and histological criteria 
for the diagnosis of rosacea-like tuberculid are often too inclusive to permit a 
differentiation between that disease and rosacea. The diagnosis of micropapular 
tuberculid should be reserved for those cases in which the disease can be so diag- 
nosed without reservation and which possess the necessary criteria for that diagnosis : 
the individual lesions should resemble a minute lupus nodule; there should be some 
concomitant evidence of tuberculosis (positive tuberculin reaction, roentgenologic 
signs, etc.), and the histological features should be frankly tuberculoid. They 
cautioned that in cases in which there are pustules and telangiectasia in addition 
to lupoid papules the diagnosis of tuberculid should be made with extreme reserve. 
They believed that the micropapular tuberculid is much rarer than commonly 
believed. In discussion of this paper Sulzberger concurred, stating that since 1935, 
despite that fact that he had seen hundreds of cases of classic rosacea and many 
cases of facial tuberculoderms, including lupus miliaris disseminatus faciei, he had 
found only a dozen or so cases which he felt reasonably certain were examples of 
rosacea-like tuberculid. He stated that this low incidence in 15 years suggested 
that truly typical rosacea-like tuberculid was rare and that there were many cases 
in which the differential diagnosis remained uncertain, even at the end of all his 
investigations. 

At a dermatological meeting at the University of Hamburg in September 1948, 
Sommer * presented a case under the title of “rosacea lupoides.” The patient was 
a woman aged 34, who in August 1947 manifested burning and redness on both 
cheeks, after which occurrence small papules gradually appeared over the erythema- 
tous areas. In 1948 the forehead and nose became involved. The skin became 
bluish red after exposure to cold. No history of tuberculosis could be elicited. 
Examination showed a diffuse, fairly sharply bordered livid discoloration on both 
cheeks. There was a large number of brownish red to yellowish brown papules over 
the erythematous areas which gave positive observations on the application of dia- 
scopic pressure. Occasional comedos and pustules were noted. There were a few 
papules on the nose, especially at the tip. The histological sections showed a fairly 
heavy nodular tuberculoid infiltrate with large numbers of epithelioid cells and a 
considerable number of giant cells. Roentgenologic examination of the chest showed 
signs of previous pleurisy. The Mantoux test (1: 100) gave only slightly positive 
reactions. 

In discussion of this case Miescher briefly reviewed Lewandowsky’s observa- 
tions on the so-called rosacea-like tuberculid. He expressed the belief that the 
histological study of a similar considerable number of cases of rosacea showed that 
there was no sharp microscopic differentiation between micronodular rosacea and 
the acneform tuberculid. He reiterated the opinion which he had expressed in 
1943 and said that in rosacea there were sometimes small or large formations of 
epithelioid cells suggesting tuberculosis and at other times outright tuberculoid 
structure not only in the upper part of the cutis but also in the subcutis. Miescher’s 


7. Sommer: Rosacea Lupoides, Arch. f. Dermat. u. Syph. 189:463, 1949, 
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opinion was that papular rosacea has the characteristics of a microbid occurring 
in areas in which there is circulatory disturbances (acrocyanosis), which is brought 
about through the influence of factors possibly arising in the digestive tract. Con- 
tinuing the discussion, Moncorps stated that he favored a clinical diagnosis of lupus 
miliaris disseminatus faciei although the histological observations made a diagnosis 
of tuberculosis only a probability. Wickman suggested the possibility of sarcoidosis. 
Jordan believed that rosacea-like tuberculid and rosacea lupoides were the only two 
diagnostic possibilities and opined that the proof that there is a true rosacea-like 
tuberculid is at present inconclusive. 

It is easily seen from the foregoing discussion that even in Europe, where many 
more cases of tuberculosis of the skin are seen than in America, confusion exists 
in the differentiation of lupoid rosacea and facial tuberculoderms, especially the 
rosacea-like tuberculid. 

In a recent publication Sdbye * discussed the etiology and pathogenesis of rosacea 
on the basis of a thorough study of 165 patients compared with a large number 
of control patients. Seventy-five biopsies were performed, and in most cases there 
was not a characteristic histopathological picture. The sections practically always 
showed an infiltrate composed of lymphocytes, histiocytes and plasma cells, while 
polymorphonuclear leukocytes were present only in a small number of cases. 
Granulomas containing epithelioid and giant cells were not infrequent. The most 
interesting fact was that the vessels were nearly always thin walled although their 
number apparently was not increased. Fibrinoid degeneration of the vascular walls 
was not unusual. The hairs and sebaceous glands were normal, and no hypertrophy 
or increase in number was noted. Edema of the cutis was observed in some of the 
cases, while hyalinization and necrosis were unusual. Eosinophils were seen but 
rarely, and vascular dilatation was not a prominent feature. Sgbye concluded (1) 
that rosacea has no relation to diseases of the digestive tract; (2) that there is no 
relation between most cases of rosacea and overindulgence in tea, coffee, tobacco, 
alcholic drinks, substantial meals and spiced foods; (3) that rosacea is independent 
of lesions in the ovaries and uterus and menorrhagia, although the menopause 
probably plays a certain part in some of the cases; (4) that rosacea is comparatively 
rarely associated with seborrhea, but that in about 20 per cent of the cases in which 
seborrhea is present the possibility that it may influence the rosacea cannot be 
excluded; (5) that there is no relation between rosacea and focal infections; (6) 
that rosacea is not due to bacterial infection; (7) that it is unlikely to be an 
avitaminosis, and (8) that psychic factors generally have no influence on the devel- 
opment of rosacea but that some patients with rosacea suffer a certain amount of 
psychic trauma as a result of their disease. 


PRESENT STUDY AND COMMENT 


Since 1948 we have performed contralateral biopsies in 30 additional cases of 
lupoid rosacea, bringing the total to 138. Cases which Miescher termed the pure 
erythematous telangiectatic form were excluded from consideration. The histo- 
logical observations in 26 of the 30 cases (approximately 86 per cent) were strictly 
banal. The observations were practically identical with those described by Laymon 


8. Sgbye, Paul: Aetiology and Pathogenesis of Rosacea, Acta dermat.-venereol. 3:137, 
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and Schoch in 1948. The remaining four cases (approximately 13 per cent) 
deserve special mention since the histological sections exhibited tuberculoid struc- 
ture on one or both sides of the face. 

The first of the four patients was a man aged 50 who had active pulmonary 
tuberculosis and had recently suffered frank hemorrhage. The Mantoux test 
(1: 1,000) reaction was strongly positive. Two biopsies were performed on lupoid 
papules on the left cheek. Sections from both of these lesions showed frank tuber- 
culoid structure. In contrast, sections from a comparable papule on the right cheek 
showed only banal inflammatory changes. 

The second patient was a woman aged 67 years. A roentgenogram of the chest 
showed a density in the right lung, which was diagnosed by the roentgenologist 
as showing inactive pulmonary tuberculosis. The Mantoux test gave a positive 
reaction. Sections from a lupoid papule on the left cheek showed well developed 
tuberculoid structure with epithelioid and giant cells whereas those from a com- 
parable lesion on the right cheek showed only banal inflammation. 

The third patient was a man aged 57 whose tuberculin test reaction was negative 
and who showed no evidence of pulmonary tuberculosis roentgenologically. Sections 
from the left cheek showed fairly well developed tuberculoid structure with a con- 
siderable number of plasma cells while the microscopic observations on a papule 
on the right cheek were of only nonspecific inflammatory changes. 

The fourth patient was a woman aged 37 in whom no evidences of tuberculosis 
could be found. Contralateral biopsies were performed on lupoid papules on each 
cheek. Sections from the lesions on the left cheek showed well developed tubercle 
formation, including liquefaction necrosis, epithelioid cells and giant cells with a 
fringe of lymphocytes. The lesions on the right cheek also showed tuberculoid 
structure with numerous giant cells and a relatively small number of epithelioid cells. 

The histological observations in our present study were almost identical with 
those previously reported by Laymon and Schoch in 1948. As before mentioned, 
14 per cent of 78 patients with rosacea presented tuberculoid structure as compared 
with 13 per cent in the present study. Our observations do not coincide with those 
of Miescher, since he found that the great majority of his patients showed tuber- 
culoid structure (approximately 80 per cent). In 1943 Miescher expressed the 
belief that all patients with micronodular or papular rosacea had a mild type of 
tuberculid. The present study, however, reemphasizes the belief of Laymon and 
Schoch that in some cases of rosacea there is a histological picture which may be 
confused with that of certain tuberculoderms and that occasionally the tuberculoid 
structure attains such a perfect stage of development that even the trained eye 
cannot differentiate it from that of true cutaneous tuberculosis. 

Although in our experience the majority of cases of rosacea present only banal 


| inflammatory changes histologically, there are some cases in which histological 


examination merely adds to the confusion. Without a doubt, biopsies have been 
performed in many cases of rosacea and a diagnosis of cutaneous tuberculosis has 
been made merely because of the presence of a few epithelioid cells and/or giant 
cells. 

The two patients who had pulmonary tuberculosis and presented tuberculoid 
structure in lupoid papules of rosacea do not permit us to reach any conclusions 
since the number is so small. Furthermore, we can draw no important deductions 
regarding the presence of banal inflammation on one side of the face and tuberculoid 
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structure on the other side, for the same reason. We realize that for many years 
it has been known that in rosacea one can find histological changes resembling 
tuberculoid structures and that the histological picture alone, therefore, cannot be 
depended on to make the final differentiation between rosacea and rosacea-like 
tuberculid. We believe, however, that there is a sufficient number of cases of 
rosacea which are resistant to conventional rosacea treatment, including roentgen 
ray therapy, to make the differential diagnosis most difficult even in conjunction 
with other observations such as apple jelly nodules and variations in tuberculin 
sensitivity. At present we cannot say that there is no such entity as the rosacea- 
like or micropapular tuberculid but feel most strongly that such a diagnosis should 
be made only in those cases in which the disease can be so diagnosed without 
reservation and which possess the necessary criteria for that diagnosis: the presence 
of minute lupus nodules, concomitant evidences of tuberculosis and a frankly tuber- 
culoid histological structure. 

In the future, if more can be learned about disorders which are now regarded 
as tuberculoderms, such as some cases of the rosacea-like tuberculid, lupus miliaris 
disseminatus faciei, erythema induratum and the necrotic papular tuberculid, it 
may be decided that they are not tuberculoderms at all. In practically all other 
organs except the skin it is possible definitely to prove the presence of tubercu- 
losis by demonstrating the causative bacillus. In the skin, however, diagnoses 
of tuberculosis are made with only presumptive evidence, in cases in which the 
reaction to the tuberculin test is negative and no focus of tuberculosis can be found, 
merely because the lesions morphologically or histologically fit the concept of a 
certain tuberculoderm. It should be reemphasized that a diagnosis of rosacea-like 
or micropapular tuberculid should be made with extreme caution and a great 
effort should be made to procure bacillary proof. 

Even though rosacea is a common cutaneous disease there are relatively few 
accounts regarding it in dermatological literature. It is also noteworthy that little 
is known about its etiology and pathogenesis even though dermatologists have 
been aware of its existence for many years. Except for the possible psychic 
trauma to some of the patients with the disorder, especially those who have rhino- 
phyma, it is not a serious disease. Certainly in overemphasis of the rosacea-like 
tuberculid the danger arises of diagnosis of a comparatively benign disorder as 
a type of tuberculosis, which error might result in a serious change in the patient’s 
social, economic and psychic state. 


ABSTRACT OF DISCUSSION 


Dr. Harry L. Arnotp Jr., Honolulu, T. H.: It is with a certain sense of relief that I have 
heard so keen a student of this subject as Dr. Laymon, associated with Dr. Michelson, not 
only confess but also assert that it is not always possible histologically to distinguish a tuber- 
culous from a nontuberculous process. His statement confirms an impression that I have had a 
long time. I felt that it was my shortcoming in many instances, but perhaps it is not always 
possible even for experts to make this distinction. This observation brings up another long- 
recognized fact, that clinical mimicry is frequently accompanied with histological mimicry, so 
that biopsy may be least useful when it is most needed. 

The distinction between these two diseases calls to my mind a problem which has arisen 
over a period of many years in leprosy. It has been learned that in leprosy it is very frequently 
impossible to make distinctions in regard to either diagnosis or classification on the basis of one 
criterion alone. We have learned that we must combine in most instances the clinical, the histo- 
logical, the bacterioscopic, and even certain biologic criteria in order to arrive at a proper con- 
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clusion. In rosacea and rosacea-like tuberculosis we recognize certain clinical criteria. Although 
f they are quite reliable in a large majority of cases—I am sure there would be wide agreement 
among those present regarding the two cases that Dr. Laymon showed sections of on the 
screen—still, they are not always trustworthy. 

We know that in work with the skin, as Dr. Laymon stated, the bacterioscopic approach is 
virtually useless, because the bacilli are likely to be absent. Indeed, it is possible that an acid- 
fast bacillus might be found in a nontuberculous lesion as often as in a tuberculous one. 

Histological criteria fall down in a considerable proportion of cases. 

The biologic approach, one aspect of it at least, is not altogether satisfactory. The Mantoux 
reaction is not nearly as kind to us as the Mitsuda reaction, because it fails to parallel the 
clinical state of the patient in such a large number of cases. It may remain positive for a life- 
time after the patient recovers, for example. 

There has been reported from the Rockefeller Institute, by Middlebrook and Dubos (Specific 
Serum Agglutination of Erythrocytes Sensitized with Extracts of Tubercle Bacilli, J. Exper. 
Med. 88:521, 1948), and in a simplified form by two workers at Duke (Scott, N. B., and 
Smith, D. T.: A Simple Modification of the Middlebrook and Dubos Hemagglutination Test 
for Serum Antibodies to the Products of Tubercle Bacilli, J. Lab. & Clin. Med. 35:303 [Feb.] 
1950) a test whereby sheep red blood cells are sensitized with tuberculin and then used in an 
agglutination reaction against the patient’s serum to measure the level of circulating agglutinins 
against tuberculosis. Dubos’ experiments suggested that this might be an extremely specific and 
sensitive method of evaluating the presence of active antibodies against tuberculosis, and the 
simplified procedure reported from Duke was only slightly less effective. Both experimenters 
reported, although in a very limited number of examples, the failure of this method to parallel 
the Mantoux reaction, and so apparently it measures something decidedly different. It may have 

a some merit in elucidating this problem and in helping us decide whether the rosacea-like tuber- 
culid is a form of tuberculosis or not. 

Dr. F. D. We1pMan, Philadelphia: In the past I have diagnosed this dermatosis as tubercu- 
losis on the same grounds that all of us have, and with a sense of weakness. Dr. Laymon has 
been the first to come out and make a clean breast of the entire matter. Perhaps the most 
useful, most cogent thing that I can say is this: When the clinician receives a report from the 
pathologist he must understand that it is a pathological diagnosis. That is, it is given in terms 
of the tissue processes which appear in the section. Doing so is as far as the pathologist 
can go. 

After that there is additional work to be done. The pathological diagnosis is not necessarily 
the complete diagnosis of the clinical entity, and the clinician must not think that the patholo- 
gist’s word is final for the clinical entity, i.e., that he is infallible. He is just not that. In 

all cases in which there is any question in the clinician’s mind as to the correctness of the 
; pathological diagnosis he must confer farther with the pathologist and iron out with him all 
the different considerations in the case before he can expect to get the full measure of help 
from him. Time and time again, after my histological reports I add in longhand, “Please write 
4 back to me about this,” and this presentation emphasizes just the necessity for such further 
consideration. 


Dr. H. E. Micuetson,. Minneapolis: Dr. Laymon is not conducting a crusade against the 
rosacea-like tuberculid. You might think so because the subject has been brought up a number 
of times. Rosacea and rosacea-like tuberculids are both projections of something that is going 
on within. If the result produces a pathological picture which can be interpreted from histo- 
logical studies, then one is likely to draw conclusions from what is found. Unfortunately, it is 
very difficult to diagnose between tuberculous and tuberculoid structures. In diagnosing tuber- 
culosis of the skin, dermatologists seem to take a very light view of the seriousness of such a 
diagnosis. Even after they have diagnosed a certain skin condition as tuberculosis, they do not 
change their therapy except as directed against the skin lesion. If tuberculosis is diagnosed in 
other fields the patient is apprised of the dangers of tuberculosis both to him and to those 
about him and the treatment is usually systemic; therefore, we feel we cannot overemphasize 
the danger in diagnosing skin conditions as tuberculous and consider that if such a diagnosis 
is made the implications are great. 
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To date we have not found a case of eye involvement of a tuberculous nature accompanying 
any of the so-called rosacea-like tuberculids. 

Dr. Cart W. Laymon, Minneapolis: I should like to thank all the discussers. Dr. Weid- 
man mentioned that cooperation between the clinician and pathologist is important in the diagnosis 
of the rosacea-like tuberculid, and I fully agree with him. In certain instances, however, even 
with this cooperation it is impossible to make a definite diagnostic decision. Dr. Arnold stated 
several diagnostic criteria which may be applied to both leprosy and tuberculosis. The presence 
or absence of demonstrable tuberculous foci might also be added. The course of the disease also 
enters into consideration, although I think that this point, as far as diagnosis is concerned, has 
been overemphasized. There are some who believe that favorable response of a certain case to 
treatment for rosacea is an important diagnostic aid. We have seen many cases of rosacea, 
however, that were every bit as resistant to treatment as the rosacea-like tuberculid. The means 
by which we try to make a diagnosis are far from infallible, and differentiation between rosacea 
and rosacea-like tuberculid is frequently most difficult with the use of all the aids at our com- 
mand. Dr. Michelson stated, and I think it should again be emphasized, that one should make 
a diagnosis of rosacea-like tuberculid only with extreme caution. 
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TREATMENT OF NEUROSYPHILIS WITH PENICILLIN 
COMBINED WITH ARTIFICIAL FEVER THERAPY 


ll. Further Observations 


NORMAN N. EPSTEIN, M.D. 
AND 


JAMES R. ALLEN, M.D. 
SAN FRANCISCO 


[* A RECENT publication* our experiences in the treatment of neurosyphilis 
od with penicillin combined with artificial fever were reported and the reasons for 
combining these two methods of therapy were stated. 

Excellent therapeutic results in the treatment of neurosyphilis with penicillin 
alone have been reported recently by Stokes and his co-workers.? Curtis and 
associates * concluded that in neurosyphilis the results of therapy with penicillin 
combined with malaria were no better than those with penicillin alone. These 
studies seem to indicate that fever therapy is not necessary in the treatment of 
neurosyphilis. We believe, however, that the ultimate efficacy of any given treat- 
ment method for neurosyphilis cannot be stated until such a method has been 
studied for many years. Therefore, we are persisting in the study of the fever 
plus penicillin method of therapy for neurosyphilis. We hope that in this way a 
more accurate conclusion may be drawn concerning the relative merits of this plan 
of treatment as compared with that using penicillin alone. 


PLAN OF STUDY 

During the year March 1948 to March 1949 most of our new patients received 
penicillin in the form of procaine penicillin in oil containing 2 per cent aluminum 
monostearate. The usual dosage was 300,000 units injected intramuscularly daily 
except Sundays for 20 injections. Some of the patients received somewhat higher 
doses with a total of 9,000,000 to 10,000,000 units. Artificial fever was adminis- 
4 tered by means of the “blanket method.”* Malaria was not employed. The fever 
therapy consisted in four or five episodes of fever with temperatures of 104 to 
105 F. for five hours given during the period the patient was receiving penicillin. 


From the Department of Dermatology of the Division of Medicine, University of California 
School of Medicine, and the Department of Dermatology of the Mount Zion Hospital. 

1, Epstein, N. N., and Key, J.: Treatment of Neurosyphilis with Penicillin Combined with 
Artificial Fever, Arch. Dermat. & Syph. 60:543-557 (Oct.) 1949. 

2. Stokes, J. H.; Falk, M. S., and Gammon, G. D.: Effect of 5 Years of Penicillin Alone 
on Neurosyphilis, Am. J. Syph., Gonor. & Ven. Dis. 38:537 (Nov.) 1949. 

3. Curtis, A. C.; Kruse, W. T., and Norton, D. H.: Neurosyphilis: III. Evaluation After 
3 Years of Treatment with Penicillin Alone and with a Combination of Penicillin and Malaria, 
Am. J. Syph., Gonor. & Ven. Dis. 33:527 (Nov.) 1949. 

4. Epstein, N. N.: The Blanket Method of Inducing Artificial Fever, Arch. Phys. Therapy 
18:199-205 (April) 1937. 
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CLINICAL MATERIAL 


The therapeutic results in 81 patients with neurosyphilis so treated are reported. 
These patients were divided into the following diagnostic categories: asymptomatic 
neurosyphilis, 26; dementia paralytica and its tabetic form, 30; tabes dorsalis, 6; 
primary optic atrophy 12; meningovascular neurosyphilis, 5, and unclassified, 2. 
The predominance of patients with paretic neurosyphilis and primary optic atrophy 
is noteworthy. 

CLINICAL RESPONSE 

The clinical response in the group of patients with dementia paralytica and its 
tabetic form was satisfactory in 22 of the 30 patients treated. Of these 22 patients 
17 were greatly improved and five moderately improved. Of the other eight 
patients, none was worse clinically, five were slightly improved and three remained 
unimproved. We considered the over-all clinical response excellent. 

Of 12 patients who had varying degrees of optic atrophy, one improved decid- 
edly, three improved moderately, four remained the same and four became worse. 
The eight patients who did not improve had had severe degrees of optic atrophy 
before treatment was instituted. 

The clinical response in the six patients with tabes dorsalis was not dramatic: 
three showed moderate improvement, and three remained the same. 

The five patients with meningovascular neurosyphilis improved greatly after 
treatment. In three patients the response was prompt, while in two the clinical 
changes developed more slowly, 17 and 19 months, respectively, being required 
for these persons to attain the status of being greatly improved. 


SPINAL FLUID OBSERVATIONS 


A. Interpretation.—Many investigators in the field of neurosyphilis regard the 
effects of therapy on the spinal fluid observations as a more accurate guide to the 
response to therapy than the clinical changes. 

Dattner and associates “ have pointed out that the most significant elements in 
the spinal fluid, as far as the presence of an active syphilitic process is concerned, are 
the cell count and protein content. They stated that the presence of an abnormal 
cell count and an increased protein content in the spinal fluid of patients with 
neurosyphilis indicates an active syphilitic inflammatory process. A reduction in 
these elements after therapy is interpreted as meaning a satisfactory therapeutic 
trend, regardless of the colloidal gold reaction or spinal fluid Wassermann response. 
This formula is of great practical importance in guiding the clinician in the manage- 
ment of the patient. A definite reduction in the “activity” of the spinal fluid indi- 
cates that further treatment is not necessary. In this paper the state of the disease 
process after therapy as revealed in observations on the spinal fluid will be recorded 
according to the Dattner-Thomas formula as active, less active, inactive, unimproved 
and normal.* 


4a. Dattner, B.; Kaufman, S. S., and Thomas, E. W.: Penicillin in Treatment of Neuro- 
syphilis, Arch. Neurol. & Psychiat. 58:426 (Oct.) 1947. 

5. Active indicates an increased cell count and/or amount of total protein above 45 mg. per 
100 cc.; less active, improvement after treatment, but still an increased cell count and/or amount 
of total protein, and inactive, both cell count and amount of total protein normal. 
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Ml Moore,® on the other hand, classifies spinal fluid observations in neurosyphilis 
in three groups: pattern 1, 2 and 3. In this classification all the observations on the 
spinal fluid are taken into consideration, i. e., cell count, protein content, colloidal 
gold curve and Wassermann reaction.’ 

For purposes of comparison, the effects of therapy on the spinal fluid of our 
patients will be presented according to the Moore classification as well as by the 
Dattner-Thomas formula. 


TABLE 1.—Observations on Spinal Fluids in Asymptomatic Neurosyphilis 


No. of No. of 
: Patients Patients 
in Group in Group 

Before After 


Treatment Treatment 
1. Moore’s Grouping of Fluid Patterns 


Normal........ o 6 
0 0 
7 0 
2. Dattner-Thomas Formula 
18 1 (elevated protein con- 
“ tent only; no improve- 
ment) 
ee 5 (elevated protein con- 
tent only) 
8 “4 
0 6 


No. of No. of 
Patients Patients 
in Group in Group 

Before After 


Treatment Treatment 
1. Moore’s ee of Fluid Patterns 


Normal........... 0 2 
0 0 
15 28 
16 0 
24 1 (no improvement) 


oe 12 (11 with elevated pro- 
lunknown ™ tein content only) 


B. Response to Therapy—Asymptomatic Neurosyphilis: There were 26 cases 
of asymptomatic neurosyphilis with observation periods of four to 40 months, with 
an average of 13.8 months. 


6. Moore, J. E., and others: The Modern Treatment of Syphilis, ed. 2, Springfield, Ill, 
Charles C Thomas, Publisher, 1941, p. 346. 

7. In pattern 1 cell count or protein content is abnormal and the other observations are 
normal; in pattern 2 cell count or protein content is abnormal and colloidal gold and Wasser- 
mann reactions are weakly positive, and in pattern 3 all elements of the spinal fluid are strongly 
positive for disease. For convenience, this method of classification will be used for symptomatic 
as well as for asymptomatic neurosyphilis. 
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In this group, four or more months of observation after treatment, the spinal 
fluid returned to normal in six patients (26 per cent). In none of the seven patients 
whose fluid showed a group three pattern before treatment was this pattern retained 
after treatment. 

On the basis of the formula of Dattner and Thomas, the spinal fluid was 
inactive in eight patients before treatment and in 20 after treatment and less active 
in 5 of the 6 patients whose fluid showed activity after therapy. 

In this same group of 26 asymptomatic cases, the colloidal gold curve was 
elevated in 19 patients before treatment; after treatment it returned to normal in 
eight, decreased in eight and remained unchanged in three. 

Paretic Neurosyphilis: There were 30 cases of dementia paralytica and its 
tabetic form, with observation periods of 4 to 45 months, with an average of 
15.3 months. 

Four months or more after treatment, none of the 15 patients whose spinal 
fluid had shown a group 3 pattern (“‘paretic” formula) continued to have this type 


TABLE 3.—Observations on Spinal Fluids in Eighty-One Patients 


No. of 
Patients 
in Group 

fore 
Treatment 


1, Moore’s Grouping of Fluid Patterns 
0 


0 
56 
25 


59 3 (only 1 with 
increased cells) 


22 (only 3 with 
inerea: 


40 
16 


of pattern, in two the spinal fluid was completely normal and in 28 it showed a 
group 2 pattern. In this group of 30 cases, the spinal fluid was active in 24 
patients before treatment while in five it was inactive (the activity of one patient’s 
fluid was unknown). Four months or more after treatment, the spinal fluid was 
inactive in 15 patients, normal in two and less active in 12. Thus, after therapy 
the spinal fluid was still active in only one patient. These figures indicate that 
the spinal fluid improved in varying degrees in the 29 patients of this group. 

The prompt effect of therapy on the colloidal gold reaction is of interest. 
Twenty-eight of the 30 patients manifested an abnormal gold curve before treat- 
ment. In nine of the 12 patients in whom the colloidal gold curve returned to 
normal, it did so within one year after treatment. In 12 of the 16 patients still 
showing an abnormal curve after therapy, the curve was definitely improved. 
Throughout our study this prompt change in the colloidal gold reaction after treat- 
ment was a consistent observation. 

Primary Optic Atrophy: There were 12 cases of primary optic atrophy (one 
with tabes dorsalis also), with observation periods of 4 to 30 months, with an 
average of 11.8 months. 


4 
, 
Patients 
in Group 
After 
Treatment 
16 
65 
2. Dattner-Thomas Formula 
) 
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In seven of these patients the spinal fluid was active before treatment; after 
treatment the fluid of three patients showed activity (increase in cell count and/or 
total protein), although in two of these it was less active. 

The number of patients in the other categories of neurosyphilis was too small 
for accurate evaluation of the spinal fluid observations. Table 3 gives a summary 
of spinal fluid changes in the entire group of 81 patients studied. 

According to Moore’s classification, the pattern of the spinal fluid became 
normal after treatment in 16 of the 81 patients studied. In none of the patients 
with a group 3 spinal fluid pattern was this pattern retained after treatment 
(table 3, 1). 

According to the Dattner-Thomas formula (table 3, 2), the spinal fluid was 
active in 59 of the 81 patients before treatment. After treatment the fluid became 
normal in 16, inactive in 40 and less active in 22 (in only three cases was there an 
abnormal number of cells). In the remaining three patients the fluid remained 
active without improvement. Thus, of the 59 patients with evidence of an active 
syphilitic process as indicated by an increase in cell count and/or amount of total 
protein in the spinal fluid, only 3 (5.2 per cent) showed activity without improve- 
ment in the spinal fluid after therapy ; in the remaining patients the process became 
inactive or less active. In other words, 94.8 per cent of the patients showed 
satisfactory trends as far as the spinal fluid was concerned. 

The Moore grouping of spinal fluid patterns has little or no correlation with 
the Dattner-Thomas concept and perhaps serves no practical purpose in evaluating 
the results of treatment of either asymptomatic or symptomatic neurosyphilis. 
For example, according to Moore’s classification, in the 25 patients whose spinal 
fluid showed a group 3 pattern (“paretic” formula) before therapy, the pattern 
reverted to normal in four and shifted to group 2 patterns in 21 patients. Yet, 
according to the Dattner-Thomas cell and protein criteria of activity, the spinal 
fluid remained active or unchanged in one patient, became less active in 10, inactive 
in 10 and normal in 4. Thus, of the 21 patients whose fluid showed a group 2 
pattern, in 10 the fluid became inactive, with normal cell count and protein content, 
after therapy. It would appear that the Dattner-Thomas concept of activity 
furnishes the better means of evaluating the efficacy of a treatment method. 

As shown in table 4, the changes in the spinal fluid after therapy with penicillin 
combined with artificial fever, with the exception of the improvement in the col- 
loidal gold curves, parallel in general those reported by other observers * as the 
result of treatment with penicillin alone. 

With both types of treatment the cell count responds rapidly and tends to 
become normal in almost all cases. The protein content in the spinal fluid decreases 
promptly but does not attain normal values as rapidly as does the cell count. In 
our experience, the colloidal gold curve becomes normal much more promptly with 
the penicillin-artificial fever method than with any treatment without fever. Of the 
63 patients whose spinal fluid showed abnormal colloidal gold curves before therapy, 
in 27 the curves became normal within two years, and in 21 of these 27 patients 
the curves were normal within one year after therapy. The spinal fluid Wasser- 
mann reaction is the least responsive. Only 16 of 80 patients attained a negative 
spinal fluid Wassermann reaction during the period of observation. 


8. Stokes, Falk and Gammon.? Curtis, Kruse and Norton.3 
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Only six, or about 9 per cent, of 66 patients in whom blood Wassermann tests 
gave positive reactions before treatment acquired negative blood Wassermann 
reactions ; in about 46 per cent a decrease in serologic titer occurred, while in the 
rest of the patients the reactions remained unchanged after treatment (table 5). 
The same results have been reported consistently by other workers. Although 
the meaning of these results is not evident as yet, the development and use of 
new specific antigens and new types of antibodies for the study of serologic reac- 
tions may help to discover their significance. 


TOXIC REACTIONS 


Serious Herxheimer reactions with clinical symptoms were not observed, 
except as reported previously. This situation may have been due to the fact that 


Taste 4.—Changes in Spinal Fluid Cell Count, Protein Content, Colloidal Gold Curves 
and Wassermann Reaction in Total Series of Eighty-One Patients * 


Colloidal Wassermann 
Cell Count Protein Content Gold Curves Reaction 


Before After. ‘Before After ‘Before After’ ‘Before After’ 
Treat- Treat- Treat- Treat- Treat- Treat- Treat- Treat- 
ment ment ment ment ment ment ment ment 


No. of patients with normal ob- 


30 77 26 57 15 42 0 16 
No. of patients in whom decreased 
activity of disease shown...... 3 4 23 


No. of patients in whom observa- 
tions elevated or elevated with- 


out improvement................ 47 1 nO 10 63 16 80 29 
4 un- 5 un- 3 un- lanti- 2 anti- 
known known known ecomple- comple- 


mentary mentary 


* Discrepancies in the total of 81 patients are due to the fact that some of the referring physicians failed 
to give complete observations on the blood and spinal fluid. 


TABLE 5.—Results of Treatment on Blood Wassermann Reactions 


Before After 


Treatment Treatment 
No. with negative reactions...........sscccccescseeee 8 14 
No. with elevated reactions................ececeeeeeee 66 32 (no improvement) 
No. with reactions decreased or improved........... es 31 


a six week period of bismuth therapy was usually given before treatment with 
penicillin was instituted. One patient, not included in this series because the 
observation period was too short, exhibited an exaggeration of symptoms (increased 
difficulty in swallowing, speech defect and weakness of the limbs) after penicillin 
therapy was begun. This patient had been prepared by the administration of a 
water-soluble bismuth preparation for only two weeks before treatment with 
penicillin. Urticaria occurred occasionally in this group. All the patients received 
the complete course of penicillin. 

The fever therapy was tolerated well by all the patients treated since the last 
report. Only four or five episodes of fever therapy were given during the period 
of treatment with penicillin. In the past it has been our custom to give 10 episodes 
of fever therapy. The reduction in the number of fever treatments probably 
lessens the tendency to untoward reactions. 
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COMMENT 


Penicillin therapy combined with artificial fever produces satisfactory results 
in most types of neurosyphilis. These results cannot be accurately compared 
with the effects of penicillin alone in the treatment of neurosyphilis. It is our 
impression that the clinical response is better when penicillin and fever are used 
in combination than when penicillin alone is employed, particularly in treatment 
of patients with dementia paralytica, optic atrophy and meningovascular neuro- 
syphilis. It is our opinion, therefore, that at least patients with these three types 
of neurosyphilis should receive penicillin plus fever therapy, provided that there 
are no contradictions to the latter. All other forms of neurosyphilis may be treated 
with penicillin alone. In cases which prove resistant to penicillin alone, the com- 
bined therapy—i. e., fever plus penicillin—should be used. It is our opinion that 
mechanically induced artificial fever is safer, more easily controlled and preferable 
to artificially induced malaria. We have found our own procedure, known as 
the “blanket method,” the simplest and most satisfactory way of elevating body 
temperature. 

The fever therapy should be administered simultaneously with the penicillin 
as it enhances the spirochetocidal properties of the antibiotic agent. 


SUMMARY AND CONCLUSIONS 


1. Eighty-one patients with various forms of neurosyphilis were treated with 
penicillin combined with artificial fever induced by the “blanket method.” 

2. The cell count, protein content and colloidal gold reaction of the spinal 
fluid tended to revert toward normal promptly, i. e., within one year after institu- 
tion of the treatment. The blood and spinal fluid Wassermann reactions did not 
respond well to therapy. 

3. Using the Dattner-Thomas formula as a measure of activity, we found that 
94.8 per cent of the patients whose spinal fluid was active before treatment showed 
an inactive or less active fluid after therapy. The results, as far as the spinal fluid 
observations were concerned, were unsatisfactory in only 5.2 per cent of these 
patients. 

4. The clinical response in patients in whom the disease was symptomatic 
before treatment had a tendency to parallel the changes in the spinal fluid. The 
changes in the clinical condition of some of the patients with dementia paralytica 
were difficult to evaluate accurately because the symptoms varied so widely. In 
the majority of patients, including those with meningovascular neurosyphilis, the 
clinical response was satisfactory, although patients with tabes dorsalis did not 
appear to benefit greatly. Severe cases of primary optic atrophy proved to be 
resistant to the treatment. Four patients with mild or moderate degrees of primary 
optic atrophy improved satisfactorily. 

5. While penicillin therapy alone is of great value in the treatment of neuro- 
syphilis, a combination of penicillin with fever therapy is indicated for patients 
with dementia paralytica, its tabetic form, and primary optic atrophy and for those 
who do not respond satisfactorily to penicillin alone. 
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OBSERVATIONS ON TREATMENT OF CARDIOVASCULAR SYSTEM 
SYPHILIS WITH AQUEOUS PENICILLIN G 


STURE A. M. JOHNSON, M.D. 
AND 
HERMAN H. SHAPIRO, M.D. 
MADISON, WIS. 


HE USEFULNESS of penicillin in the treatment of cardiovascular syphilis 

is being evaluated by various groups. Several reports * of investigations using 
different schedules and employing varying total doses show that penicillin in various 
vehicles rarely causes reactions necessitating cessation of treatment in this group 
of patients. A few articles show important follow-up observations over extended 
periods, the longest being 1,243 days.? Caution against starting any treatment 
with penicillin before heavy metals have been used is emphasized by some authors * 
and disregarded by others. Some fatalities as well as instances of anginal and 
precordial pain concomitant with penicillin therapy in cardiovascular syphilis have 
been reported * and undoubtedly have led to hesitation in the use of the drug in 
similar cases. 

From the Section of Dermatology and Syphilology and Section of Cardiology of the 
Department of Medicine of the University of Wisconsin Medical School. 

1. (a) Moore, J. S.: Penicillin in Syphilis, Springfield, Ill., Charles C Thomas, Publisher, 
1946. (b) Tucker, H. A., and Farmer, T. W.: Penicillin in Cardiovascular Syphilis: Early 
Reactions to Administration, Arch. Int. Med. 80:322 (Sept.) 1947. (c) Porter, R. R.: Penicillin 
in Cardiovascular Syphilis, Virginia M. Monthly 75:357, 1948. (d) Treatment of Cardio- 
vascular Syphilis, Conferences on Therapy, Cornell University Medical College and New 
York Hospital, New York State J. Med. 49:306, 1949. (e) Peralta, A. V., and Castaneda, L. P.: 
Penicillin in Cardiovascular Syphilis, abstracts of the Third Inter-American Cardiological 
Congress, Am. Heart J. 37:661, 1949. 

2. (a) Tucker, H. A.; Farmer, T. W., and Fein, I.: Penicillin in Cardiovascular Syphilis, 
in Recent Advances in the Study of Venereal Diseases: A Symposium, Raleigh, N. C., Venereal 
Disease Education Institute, 1948, pp. 245-246, (b) Moore, J. E.: Cardiovascular Syphilis, Am. 
J. Syph., Gonor. & Ven. Dis. 33:43, 1949. 

3. Webster, B.: Penicillin in the Treatment of Latent and Cardiovascular Syphilis, New 
York Med. 3:15, 1947. Jordan, J. W., and Dolce, F. A.: Treatment of Late Acquired Syphilis 
Other than Neurosyphilis, New York State J. Med. 47:2443, 1947. Sternberg, T. H.: Recent 
Advances in the Treatment of Syphilis, Ann. West. Med. & Surg. 2:156, 1948. Lynch, F. W.: 
Current Views on the Treatment of Syphilis, Chicago M. Soc. Bull. 51:206, 1948. Flaum, G.: 
The Treatment of Cardiovascular Syphilis with Penicillin, Urol. & Cutan. Rev. 53:301, 1949. 

4. Moore.1* Webster, B., and Reader, G. G.: The Effect of Antisyphilitic Treatment on the 
Microscopic Appearance of Syphilitic Aortitis, Am. J. Syph., Gonor. & Ven. Dis. 32:19, 1948. 
Scott, V.; Maxwell, R. W., and Skinner, J. S.: The Jarisch-Herxheimer Phenomenon in Late 
Syphilis: Probable Fatal Reactions to Penicillin, J. A. M. A, 189:217 (Jan. 22) 1949. Russek, 
H. I.; Nicholson, F. P., and Zohman, B. L.: Penicillin in Cardiovascular Syphilis, New York 
State J. Med. 49:2176, 1949. 
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In January 1947 we started treating patients having syphilitic heart disease with 
aqueous penicillin G intramuscularly, using a gradually increasing dosage schedule 
to see whether this manner of administration of penicillin would prevent the buga- 
boo Jarisch-Herxheimer reaction and stop the progress of the disease. During 
the period of therapy each patient was followed by daily electrocardiograms and 
with orthodiagram and roentgenologic studies every other day. When decompen- 
sation was present, this was controlled in the usual manner before treatment with 
the antibiotic was started. The schedule of therapy follows: 


First day 1,000 units times eight 
Second day 2,000 units times eight 
Third day 3,000 units times eight 
Fourth day 5,000 units times . eight 
Fifth day 10,000 units times eight 
Sixth day 20,000 units times eight 
Seventh day 30,000 units times eight 
Thereafter 40,000 units times eight 


until the patient received 4,008,000 units of penicillin. 


A summary of the cases presented in table 1 shows that dyspnea, the most 
frequent symptom, had been present, on the average, for 35 months before therapy 
was started. Edema when present had existed for an average of 11.5 months, and 
pain, of cardiac, thoracic or upper abdominal location, for 16 months. In nine cases 
with a history of a primary infection the disease had been present for approximately 
30 years before cardiac symptoms appeared. Antisyphilitic therapy consist- 
ing of iodides and mercury given some 25 years earlier was not sufficient to 
prevent either central nervous or cardiovascular system syphilis in the only four- 
patients who had received any previous treatment. All the patients in our series 
had positive blood reactions for syphilis, and 10 of the 17 also had positive reactions 
to spinal fluid tests for syphilis, a proportion which is higher than that usually 
reported for a similar group. 

The electrocardiographic tracings, except for changes which go with left ven- 
tricular strain due to aortic insufficiency or changes due to coronary involvement, 
showed no pattern which could be considered pathognomonic of cardiovascular 
syphilis. Moore *” also observed this characteristic unless there was involvement 
of the coronary ostiums. Tracings taken during the course of treatment did not 
indicate that penicillin irritated the heart, and in several instances improvement 
was seen. Edeiken and others,® however, found instances of inverted T waves in 
leads I, II and III and abnormal T waves in CR, and CR, as well as slurring 
of the QRS complexes of cardiovascular syphilis, while Tucker and Farmer *” found 
no changes in the electrocardiogram during treatment which were not present before 
treatment. In another study Edeiken® concluded penicillin was not responsible 
for electrocardiographic changes found during treatment for syphilis. 


5. Steiger, H. P., and Edeiken, J.: The Electrocardiographic Changes in Early Syphilis, 
Am. Heart J. 34:674, 1947. 

6. Edeiken, J.; Falk, M. S., and Steiger, H. P.: Observations on Penicillin-Treated Cardio- 
vascular Syphilis, Am. J. M. Sc. 217:475, 1949. 
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TasLe 1—Summary of Cases of Cardiovascular 


Duration of Initial 
Symptoms, Months 


Case No., “Dysp- 
Age, Sex 


1, M, 57 36 145/60 
2,M,68 2 200/90 
48 40 120/60 
3 4 152/78 
148/74 
8 6 150/74 
24 in 12 120/90. 
a9 3 3 132/84 ; 
1 
6 167/94 
72 132/80 
122/80 
154/70 
12 6 114/64 
18 12 112/70 


220/110 


Age 

—, Initial When 
Blood Ohancre 
nea Edema Pain Pressure Present 


15 


18 


Previous 


syphilitic 
Treatment 


No 


20 intra- 
muscular 
injections 
of mercury, 
1934 


No 


12 intra- 
museular 
injections 


of mereury 


No 


12 Intra- 
muscular 


Injeetions 


of mereury 


$6 intra- 


muscular 
injections 
of mereury 


No 


200 intra- 
venous in- 
jections of 
mereury 


No 


No 


Blood 
Serologic 
Reaction 


+++ 


+++ 


Cardiac 
Diagnosis 


Aortie in- 
sufficiency ; 
aneurysm 


Aortie in- 
su 


Aortie in- 
sufficiency ; 
aneurysm 


Aortie in- 
sufficiency 


Aortic in- 
sufficiency 


Aneurysm 


Aortie in- 


sufficiency 


Aortitis 
only 


Aneurysm 


Aneurysm 
Aneurysm 
Aneurysms 


Aortitis 
only 


Aortitis 
only 


Aneurysm 


Aortie in- 
sufficiency ; 
aneurysm 


Aneurysm 


Fune- Observa- 

tional tions on 

Capae- Electro- 
ity cardiogram 


II Bundle 
branch block 
of wide S 
wave type 
Myocardial 
changes 


I 


Il. Within 
normal 


lil Coronary 
insufficiency ; 
left ventricu- 
lar strain 

Ill Left ven- 
tricular 
strain 


Coronary. . 
insufficiency 


8, 


utr 


Ill Advanced 
myoéardial 
changes 


If Cotonary 
selerotie 
changes 

Coronary 
A insufficiency 


I Lett axis 
deviation 


I Within 
nermal 
limits 


II Myoeardial 
changes 


I Left ven- 
tricular 
hypertrophy 


I Myoeardial 
changes 


I Left axis 


deviation 


Il Myocardial 


changes 


Il Auriecular 
fibrillation; 
coronary 
insufficiency 


aortic 


_ aorta with 
_ Dilated 


Dilated 


‘aneurysm 


diagram 


Aneurysm 


pronounced 
cardiac en- 
largement 
Aneurysm 
of areb 


Cardiac en- 
largement; 


dilatation 
Dilatation 
and tor- 
tuosity of 
aorta 


Aneurysm 
of ascend- 
ing aorta 


Dilated 


aneurysm 


sorta with 
aneurysms 


aotta 


Dilated 
aorta 


Aneurysm 
of ascend- 
ing aorta 


Dilated 
aorta; 


and caleifi- 
eation 
Dilated 
aorta with 
aneurysm 


3 Observa- 
Reac- 
Dilated 
diac en- 
largement 
Dilated 
aortic 
dilatation 
‘ 
3 
74/50 
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Syphilis Treated with Aqueous Penicillin G 


Results of Last Observation 


- of 
4 Period Blood Death. 
of Observations Sero- Spinal Days 
Observations on Obser- Observations Observations on Roent- logie After 
Roentgenologie vation, —° on Electro- on Ortho- genologie Reae- Reac- Other Pen 
Examination Days eardiogram diagram Examination tion tion Observations Therapy Prognosis 
Aneurysm and 736 «=©3>- Disappearance No change No change ++ - Weight gain; sine Good; improve- 
calcifieation of of bundle ts spinal fluid ' ment on electro- 
ascending branch block negative eardiogram 
aorta its 
Left ventrieu- 922 Improv t D in No,hange +++ + No further wes Good; clinical, 
lar enlargement frontal area ie chest pain eleetrocardio- 
or dyspnea gram and ortho- 
4 diagram im- 
provement 
Early tortuos- 360 Coronary in- Heart and Aneurysmal +++ + Weight gain; igi ‘ Poor by eleetro- 
ity of aorta sufficiency aneurysm dilatation spinal fluid vardiogram, 
larger improved; orthodiagram and 
diminished roentgenogram 
dyspnea 
Prominent 33. ‘ Improvement Frontal Aorticeon- +++ + 20 pound (9 &4 °!'Orthodiagram 
aortie areh; : ; area de- figuration _Kg.) weight dicated poor 
left ventricu- creased; “gain prownosis ; 
lar enlargement early electrocardio- 
Gross cardiac 97 No ehange , Dilatation,. Decreasein + Dyspnea still 527 Orthodiagram 
enlargement of right ~ pulmonary “present bel indicated poor 
and congestion subclavian congestion prognosis 
Aneurysm of 2 Nochange I I in + ~ Tracheal 2 . Roentgenogram ~ % 
arch size of size of obstruction; . and orthodia- 
aneurysm aneurysm swallowing gram indicated 
. 5 impossible. © poor prognosis 
Cardiac enlarge- 43 Progressive Heart in- No change +++, oa ot 270 Orthodiagram 
ment and con- changes creased in and electroca 
gestion gram indicated 
poor prognosis 
Tortuous aorta 600 More favor-., Nochange No change -- + No chest pain; Pree Good; improve- 
able spinal ment on electro- 
improved cardiogram 
Aneurysms of 395 Improvement I in_ Increase in + Tracheal tug Poor, by roent- 
ascending and size of size of more notice- genogram, or 
descending aneurysm aneurysm able diagram and 
aorta physical observ 
jons; good by 
electrocardio- 
Aneurysm and 991 Improvement Heart No change + - Dyspnea: Good; improve- 
calcification of ; smaller spinal fluid ment on electro- 
ascending aorta ; negative eardiogram and 
Aneurysm ofde- 301 Nochange Aneurysm Pleural +++ ro Dyspnea 300 Orthodiagram 
scending aorta t »,, larger . ¢louding unchanged indicated poor 
and erosion of prognosis 
Aneurysm, 610 ‘Progressive Nochange Nochange +++ — Difficulty Guarded; pro- 
transverse de- myocardial sleeping on left gressive chang 
seending arch , changes side; dyspnea on electrocardi 
Sclerotic 840 Improvement Decrease in No change Drop in blood Good by elect: 
ehanges in heart size; pressure eardiogram, 
aorta wider aorta orthodiagram 
and blood 
pressure 
Normal 861 No change No change No change +++ + Good 
weight; 
spinal fluid 
improved 
Prominent arch 367 No change Decreased No ehenge + - Less dyspnea; sue Good by ortho- 
calcification frontal no edema diagram and 
area elinieal obser- 
vations 
Calcification, 2838 «= Improvement No change No ehange No edema or Good by clinical 
prominent j nocturnal and eleetrocar- 
aortie arch dyspnea diographie ob- 
servations 
Fusiform 395  #Nochange Increased No ehange +++ - Pain in chest ive Guarded by 
aneurysm, frontal and back orthodiagram 
transverse area gone; weight change 
areh gain 
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Calcification of the ascending aorta, an observation which Jackman and Lubert,' 
Paul *® and others” consider important in the diagnosis of prolonged aortitis, was 
present in four instances. Febrile reactions observed by Edeiken *° were not seen. 
In one case with a large aneurysm death from tracheal and esophageal obstruction 
occurred two days after completion of treatment. In this patient progressive 
increase in the size of the aneurysm was observed by both orthodiagram and 
roentgenogram during therapy. Whether this was due to a Jarisch-Herxheimer 
reaction which weakened the wall of the aneurysm or to the natural course of the 
disease could not be determined, because the patient was a cardiac cripple when 
therapy was started and because a postmortem examination was not allowed. 
Except in this one case no significant changes on orthodiagram and roentgenologic 
examinations were seen during therapy. 

On the first check-up examination, which was usually within two months, 
weight gain and a feeling of well-being were experienced by most patients. These 
have persisted, as determined in subsequent examinations. Electrocardiographic 
tracings showed improvement in several cases on the first check-up; in eight this 
has continued, while in three progressive changes have been noted. The ortho- 
diagraphic study, which we have found to be most valuable, showed in seven patients 
changes suggesting that previous cardiac damage had become more pronounced, 
revealed improvement in three, showed no change in five and had equivocal results 
in two. Roentgenologic examination failed to confirm these observations in most 
instances. In 12 cases the serologic titer showed a change toward negativity, and in 
all 10 instances where there were changes in the spinal fluid repeat examination 
showed either negative spinal fluid reactions or a tendency toward negativity. 

Five of the 17 patients died, presumably from cardiac failure (since autopsies 
were not performed) at 2, 270, 350, 527 and 845 days, respectively, after treatment. 
A comparison of the average duration of symptoms for those still living at the time 
of writing and those who had died is shown in table 2. 

Woodruff,"' in presentation of a much larger series, reported that death in those 
having aortic insufficiency occurred within 24 months after initiation of symptoms. 
In those with aneurysm he found a greater individual variation, some persons liv- 
ing 60 to 120 months after onset of symptoms, with treatment prolonging the life 
of those with aortic valvular involvement a few months and of those with aneurysm, 
two years. 


In our series two patients having aneurysm died on an average of 23 months 
after symptoms started and those with aortic insufficiency on an average of 55 
months. This observation, contrary to Woodruff’s, would indicate that an aneurysm 
with symptoms carried the poorer prognosis. 


7. Jackman, J., and Lubert, M.: The Significance of Calcification in the Ascending Aorta 
as Observed Roentgenologically, Am. J. Roentgenol. 53:432, 1945. 

8. Paul, L. W.: Personal communication to the authors. 

9. Thorner, M. C., and Carter, R. A.: The Roentgenologic Diagnosis of Syphilitic Cardio- 
vascular Disease, Am. Pract. 2:301, 1948. 

10. Edeiken, Falk and Steiger.¢ Edeiken, J., and Falk, M. S.: Penicillin in Cardiovascular 
Syphilis, in Recent Advances in the Study of Venereal Diseases: A Symposium, Raleigh, N. C., 
Venereal Disease Education Institute, 1948, pp. 328-329. 

il. Woodruff, I. O.: Cardiovascular Syphilis, Am. J. Med. 4:248, 1948. 
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A review of the five cases which ended fatally to find the best procedure to 
follow in prognosticating the course of patients still living, would indicate that the 
orthodiagram is much more valuable than the electrocardiogram roentgenologic 
or physical examination or blood pressure determination. Changes observed by 
orthodiagram, including the appearance of early aneurysm where none had been 
before, increase in size of aneurysm, increase in the heart size and dilatation of the 
right subclavian served as warning signs that treatment had not arrested cardiac 
damage. The degree of functional capacity also seemed to offer a prognostic aid. 
Reader and his associates ** felt that prolonged circulation time and low diastolic 
pressure offered an index of poor prognosis in syphilitic aortic insufficiency. 

It is speculative whether the total dose of 4,008,000 units of penicillin employed 
by us will be adequate. ‘This will be known when all our patients have been 
followed to their terminal phase and the results in our series compared with the 
results obtained by others using dosage schedules which call for as little as 
1,200,000 units '* and as much as 15,000,000 units.'” It is our belief that heavy 
metal preparatory injections are not necessary. If one is hesitant to use large 
initial injections of penicillin, one should employ a gradually increasing dosage 


TasLe 2.—Average Duration of Symptoms, of Living Patients and of Those Who Died 


Average Duration of 
Symptoms, Months 
Total No. of No.of 
No. of Patients Patients Living 
Diagnosis Patients Living Dead Patients Patients 
Aortic insufficloney..............ccccccescceees 4 1 3 127 55 
Aortie insufficiency and aneurysm........... 3 3 


schedule similar to that used in this report or by Moore '* and by others.’* Our 
series as well as that of others would indicate that the Jarisch-Herxheimer reaction 
even of the mild febrile variety (except in the one fatal case) is far less prevalent 
in syphilis of long standing than in early syphilis. 

Nineteen deaths occurring two to 932 days after treatment with 2,400,000 to 
9,600,000 units of penicillin have been cited by Porter,“ Tucker," Fein and 
others,'* without conclusions being drawn as to whether penicillin had prolonged 
or shortened lives. Porter ‘* indicated that penicillin might initiate healing when he 
reported beginning healing in an aneurysm of a patient who died two days after 


12. Reader, G. G.;. Romeo, B. J.; Webster, B., and McDermott, W.: The Prognosis of 
Syphilitic Aortic Insufficiency, Ann. Int. Med. 27:584, 1947. 

13. Hill, W. R.: The Problems Arising in the Treatment of Syphilis with Penicillin, New 
England J. Med. 235:919, 1946. 

14. Tucker and Farmer.!» Porter.'¢ Edeiken, Falk and Steiger.* Callaway, J. L.; Noojin, 
R. O.; Flower, A. H.; Kuhn, B. H., and Riley, K. A.: The Use of Penicillin in the Treatment 
of Syphilis of the Central Nervous System, Am. J. Syph., Gonor. & Ven. Dis. 30:110, 1946. 
Chapman, D. W., and Morgan, R.: Syphilitic Cardiovascular Disease, Am. Pract. 2:159, 1947. 

15: Fein, I., cited by Moore.'# 

16. Peralta and Castaneda.’¢ Diefenbach, W. C. L.: Fatal Jarisch-Herxheimer Reaction 
with Sudden Aneurysmal Dilatation and Complete Bronchial Occlusion Following Penicillin 
Therapy, New England J. Med. 241:95, 1949. Flaum, G., and Thomas, E. W.: Penicillin 
Therapy of Cardiovascular Syphilis, Am. Heart J. 38:361, 1949. 
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receiving 9,600,000 units. Reynolds '’ negated this observation by reporting the case 
of.a 39 year old white man who manifested, 16 months after receiving 8,000,000 units 
of penicillin for “unclassified C. N. S.,” unequivocal evidence of cardiovascular 
syphilis with aortic regurgitation. We feel that the subjective improvement noted 
by many.of our patients.as well as improvement observed in the electrocardiogram 
of eight, in.the orthodiagram of three and in the roentgenogram of one, as well 
as the serologic trend both in the blood and spinal fluids of most of the patients, 
must be accepted as evidence that penicillin is valuable even in cardiovascular 
syphilis. 
SUMMARY 

A total of 4,008,000 units of aqueous penicillin G was given to 17 patients with 
syphilitic heart disease in a gradually increasing dosage schedule. 

No fever or other reactions necessitating stopping treatment occurred. , 

Five of the patients died after treatment, at- 2, 270, 350, 527 and 854 days, 
respectively. 

The orthodiagram seemed to be better than the electrocardiogram, roentgeno- 
gram, physical examination or blood pressure determination in prognosticating 
fatalities. 


17. Reynolds, F. W.: Treatment-Failures Following the Use of Penicillin in Late Syphilis, 
Am. J. Syph., Gonor. & Ven. Dis. 32:233, 1948. 
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AUREOMYCIN AND “Its EFFECT IN EARLY SYPHILIS” 
Progress Report 


JACK RODRIQUEZ, M.D. 
FREDERICK PLOTKE, M.D., M.P.H. 
SEYMOUR WEINSTEIN, M.D. 
AND 


WILLIAM W. HARRIS, M.D. 
CHICAGO 


PRELIMINARY report’ made on Nov. 12, 1949, based on a study of 

27 persons with dark field-positive syphilis, concluded that aureomycin (1) 
causes an initial ‘satisfactory decline in the serologic titer, (2) rids syphilis lesions 
of surface spirochetes in an average time of 39 hours and, administered orally in 
the high dosage schedule described, -(3) causes a mild to moderate degree of gastro- 
intestinal disturbance in almost 100 per cent of the patients. 

The present study is of 67 patients with dark field-positive syphilis, including 
those in the preliminary report. The disease of 62 patients was diagnosed as 
secondary, of 2 as seropositive primary and of 3 as seronegative primary syphilis. 
All patients were previously untreated for syphilis. 


The distribution of these patients by race, sex and age is indicated in table 1. 
The age range for the group was 17 to 43, with a median age of 24 years. Fifty- 
five patients were Negro, white Thirty-six were-mate-and 3t 
. female. The patients were treated from March 1 through Sept. 15, 1949. The 
results of observation of these patients over a period of six to seven months are 
presented. 


TREATMENT SCHEDULE 


The following aureomycin treatment schedule was used for each of the 67 patients. An 
initial oral priming dose of 2 Gm. was given, and the dose was repeated four hours later; then 


The Lederle Laboratories Division, American Cyanamid Company, Chicago, supplied the 
aureomycin used in this study. 

From the Chicago Intensive Treatment Center, Venereal Disease Control Program, Chicago 
Board of Health, in cooperation with the United States Public Health Service, under the 
direction of. Herman N. Bundesen, M.D., President, Chicago Board of Health. 

Dr. Rodriquez holds the positions of Medical Director, Chicago Intensive Treatment naan 
Research Associate, Kettering Foundation for Medical Research, and Special Consultant, United 
States Public Health Service, Division of Venereal Disease. Dr. Plotke held the positions of 
Venereal Disease Control Officer and Medical Officer in Charge, Chicago Intensive Treatment 
Center. Dr. Weinstein holds the position of Assistant Medical Director, Chicago Intensive 
Treatment Center. Dr. Harris holds the position of Surgeon (R), United States Public Health 
Service. 

1. Rodriquez, J.; Plotke, F.; Weinstein, S., and Harris, W. W.: Aureomycin and Its 
Effect in Early Stages of Syphilis: A Preliminary Report, J. A. M. A. 141:771-772 (Nov. 12) 
1949, 
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1 Gm. was given every four hours, day and night, until a total of 70 Gm. had been administered 
in 11% days. 
EFFECT ON SURFACE SPIROCHETES 

The effect of aureomycin in eradicating the surface spirochetes from dark 
field-positive lesions was studied in 25 patients. The earliest time interval necessary 
to render a lesion dark field negative was 17 hours, for three patients, and the 
longest was 65 hours, for two patients. The average time for the group of 25 
patients was 39 hours. 


Taste 1.—Race, Sex and Age Groups of Patients with Dark Field-Positive Syphilis 
Treated with 70 Gm. of Aureomycin Given Orally in Sixty-Eight Doses 
During Eleven and One-Third Days 


Under 
20 Years 20-24 Years 
Old Ola 


ES 


9 
2 
7 
1 
1 


BSR SEG 
oh & wow 


* Including one Indian woman 2% years old. 


Taste 2.—Aureomycin Blood Levels of Patients with Dark Field-Positive Syphilis 
Given One 2 Gm. Oral Dose of Aureomycin 


Micrograms of Aureomycin per Cubic Centimeter of Serum 


2 6 18 


EFFECT ON LESIONS 


Open lesions of syphilis healed completely in every instance, but the time interval 
seemed to be somewhat more prolonged than that with the trivalent arsenical com- 
pounds or penicillin. Secondary lesions of syphilis involuted completely. 


BLOOD AND CEREBROSPINAL FLUID LEVELS 


Blood levels were studied in 14 patients after they had received one oral dose 
of 2 Gm. of aureomycin. As shown in table 2 and figure 1, blood samples were 


Hours After Dose 
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drawn at 12 designated intervals from the first through the twenty-fourth hours. 
The average readings ranged from 0.1 to 2.0 micrograms per cubic centimeter of 
serum. The peak concentrations occurred in the fourth hour. One hundred per 
cent of the patients showed levels from the third through the fifteenth hours. Sixty- 
seven per cent and 50 per cent showed levels at the eighteenth and twenty-fourth 
hours, respectively. 


cunt 
Patients 
100 
2 \ 
actevery 

LEN 2 20. 

N » 
\ 
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Fig. 1.—Average aureomycin blood levels after a single oral dose of 2 Gm. of aureomycin. 


TaBLe 3.—Average Aureomycin Blood and Cerebrospinal Fluid Levels Obtained 
with Multiple Oral Doses of Aureomycin at Four Hour Intervals. (First 
Two Doses, 2 Gm., and Subsequent Doses, 1 Gm. Each) 


Aureomycin Levels, Mierograms per 
Cubie Centimeter of Serum 
A 


Aureomycin Hours After — 


Administration Blood Spinal Fluid 
No. of Grams First Last Arithmetic Arithmetic 
Doses of Doses Dose Dose Mean Median Mean Median 
3 5 S22 1 16 16 0.0 0.0 
3 5 2 t 3.3 3.2 0.017 0.0 
6 8 a4 4 3.2 3.2 OO17 0.0 
2 4 48 + 4.1 3.6 0.058 0.025 
18 20 72 4 4.3 32 0.075 0.025 
24 26 9% 4 43 3.2 0.060. 0.0 
36 38 14 4 43 24 0.067 0.06 
48 WO 192 4 21 16 0.050 0.025 
66 68 264 4 6.1 64 0.167 0.1 


A second group of 54 patients were tested for aureomycin blood and cerebro- 
spinal fluid levels during the multiple dose schedule. Samples were drawn from 
six patients for each reading at the end of the ninth, twelfth and twenty-fourth 
hours and the second, third, fourth, sixth, eighth and eleventh days. 

As shown in table 3 and figure 2, the cumulative effect of the multiple dose 
schedule on blood levels reveals a subpeak of 3.3 micrograms per cubic centimeter 
of serum at the end of 12 hours and a peak level of 4.1 micrograms at the end of 
48 hours. Thereafter the curve “plateaus,” this development representing equili- 
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bration of absorption and excretion factors. Further studies are being made with 
regard to the erratic appearance of the curve after the sixth day. 
As presented in table 3 and figure 3, no activity was observed in the cerebro- 
spinal fluid at the ninth hour and 17 per cent of the patients showed levels at the 
‘AGGREGATE 


2 


ail 


HOURS AFTER INITIAL DOSE 


Fig. 2—Average aureomycin blood levels (determinations on six patients at each reading) 
after multiple oral doses at four hour intervals (first two doses, 2 Gm., and 66 subsequent doses, 
1 Gm.). Aureomycin activity was shown in 100 per cent of the patients at each reading. 


or 


THETIC) 


264 


4 
016.7 69 50.0 50.0 40.0 50.0 50.0 30.0 
PA ACTiviT 


HOURS AFTER INITIAL DOSE 


Fig. 3.—Average aureomycin spinal fluid levels (determinations on six patients at each 
reading) after multiple oral doses at four hour intervals (first two doses, 2 Gm., and 66 sub- 
sequent doses, 1 Gm.). 


twelfth and twenty-fourth hours. The approximate peak level of 0.06 micrograms 
per cubic centimeter of serum was reached in 48 hours, and thereafter a more or 
less “plateauing” effect was noted. From the forty-eighth hour through the eleventh 


: 
» 
. 
e | 
° 
4 
| 
— 
— 


RODRIQUEZ ET AL—AUREOMYCIN IN EARLY SYPHILIS 437 


day, approximately 50 per cent of the patients showed cerebrospinal fluid aureo- 
mycin levels. 

No aureomycin activity was observed from samples of cerebrospinal fluid drawn 
from six patients in the first hour, four in the sixth hour, four in the ninth and 
six in the twelfth hour following a single oral 2 Gm. dose of aureomycin. 


TREATMENT RESULTS 

Ninety-five per cent of the 67 patients included in this study had been followed 
successfully at the time of this report. The results of treatment, as determined 
by the six to seven months’ observation period, were as follows: 

1. All three primary seronegative syphilis patients were clinically and sero- 
logically negative. 

2. Both primary seropositive syphilis patients were clinically and serologically 
negative. 

2,800,090 UNITS PENICILLIN 


INJECTIONS 
59 PaTIENTs 


3,400,000 UNITS PENICILLIN 


70 GRAMS ORAL AUREOUYCIN 


114 oa 
PATIENTS 


Neo 


Fig. 4—Cumulative percentages of results, as determined after six to seven months of 
observation, of aureomycin and penicillin treatments of patients with dark field-positive secondary 
syphilis. 


3. As shown in figure 4, the cumulative percentages of treatment results, as 
determined by the six to seven months’ observation period, for the 62 dark field- 
positive secondary syphilis patients were as follows: 59.7 per cent of the patients 
became seronegative ; 21.1 per cent had a reaction of 3 Kahn units or less; 15.8 
per cent had a reaction of 4 Kahn units or over; one patient was given a diagnosis 
of reinfection, and a second patient was classified as having relapsing secondary 
syphilis. 

REACTIONS 

A febrile Herxheimer reaction occurred in 12, or 17.9 per cent, of the 67 
patients. No cutaneous manifestations were noted. Secondary fever was recorded 
for two patients. Nausea was reported for 63 out of 67 patients, and emesis for 
50 patients. In most instances gastrointestinal disturbance occurred after the 
first 12 hours, reached a peak on the third day and diminished thereafter, even 
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though the dose schedule remained unchanged. Both aluminum hydroxide gel and 
25 per cent glucose solution given orally prior to each dose of aureomycin helped 
to minimize this type of reaction. Cutting the dose and permitting variable 
periods of rest were helpful procedures. 

Pustular acne vulgaris in two patients exhibited a pronounced exacerbation 
during the latter half of the treatment schedule but later showed a moderate 
improvement over the admission status. Results of examinations of the blood and 
urine, the icterus index and determinations of nonprotein nitrogen before, during 
and after treatment were essentially normal. 


COMMENT 


In order to evaluate the aureomycin study at this early period with a reasonable 
degree of accuracy, it was decided to compare the cumulative percentages of results 
seen in the six to seven months’ observation period of patients with dark field- 
positive secondary syphilis with the results observed in two other studies analyzed 
at this Center. These studies employed 2,800,000 ? and 3,400,000 * units of aqueous 
penicillin administered intramuscularly. 

As shown in figure 4, a comparison of seronegativity rates favors the 2,800,000 
unit penicillin schedule over the aureomycin study. 

When satisfactory results * are used as the yardstick of evaluation, we find no 
significant difference between those obtained with the 2,800,000 unit penicillin 
schedule (87.8 per cent) and those obtained with aureomycin (80.8 per cent). 

Applying cumulative failure rates* as the criterion for comparison, we again 
find no significant difference between those of the 2,800,000 unit penicillin schedule 
(12.2 per cent) and those of the aureomycin schedule (19.2 per cent). 

Similarly, comparing the 3,400,000 unit penicillin treatment with the aureomycin 
schedule, we find no significant differences in seronegativity rates, satisfactory 
results or failure rates. 

It is now definite that aureomycin has a favorable therapeutic effect in early 
syphilis approaching that of the two penicillin schedules herein described. 


SUMMARY AND CONCLUSIONS 


Sixty-seven patients with dark field-positive lesions of early syphilis were given 
70 Gm. of aureomycin orally in 11% days. : 

The cumulative percentages of treatment results, as determined by the six to 
seven month observation period, for 62 patients with secondary syphilis were as 
follows: 59.7 per cent, seronegativity ; 21.1 per cent, 3 Kahn units or below; 15.8 
per cent, 4 Kahn units or over; 1.7 per cent, reinfection, and 1.7 per cent relapse. 

Aureomycin rid syphilis lesions of surface spirochetes in an average time of 39 
hours. 


2. Crystalline Penicillin G in the Treatment of Early Syphilis: 111 Patients Treated with 
2.8 Million Units of Intramuscular Aqueous Penicillin in 14 Days, to be published. 

3. Crystalline Penicillin G in the Treatment of Early Syphilis: 114 Patients Treated with 
3.4 Million Units of Intramuscular Aqueous Penicillin in 7 Days, to be published. 

4. Satisfactory results are defined for this study as the attainment of clinical and serologic 
negativity or a Kahn titer of 3 units or less. 

5. Failures are defined for this study as clinical evidence of failure or serologic reversal 
patterns and serologic titers persisting at 4 Kahn unit levels or over. 
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No serious reactions were noted, although the high dose employed caused a 
mild to moderate degree of gastrointestinal disturbance in almost 100 per cent of 
the patients. 

High and sustained blood levels of aureomycin were easily maintained by the 
oral route. 

Cerebrospinal fluid aureomycin levels were not detected after a single 2 Gm. 
oral dose but were present for 50 per cent of the patients during the multiple oral 
dose schedule. 

Preliminary results of this study present evidence that aureomycin is effective 
in the treatment of early syphilis. Continued studies are necessary to determine 
its effectiveness after longer periods of observation and its position in the therapeutic 
armamentarium against syphilis. 
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EFFECT OF LOCALLY INJECTED COLCHICINE ON 
CUTANEOUS CARCINOMAS 


LAWRENCE M. NELSON, M.D. 
SANTA BARBARA, CALIF. 


T HAS been known for some time that certain chemicals and alkaloids are 

capable of inhibiting or arresting cell mitosis. Of these colchicine seems to be 
the most active.‘ Colchicine has been used systemically in the experimental treat- 
ment of cancer.* It has been shown to have the ability to slow malignant growths 
of certain types and even partially to destroy them. The lesions have recurred when 
treatment was discontinued. 

A review of the literature revealed no instance in which the alkaloid had been 
applied directly to malignant growths. The present study was undertaken to observe 
the effect of colchicine when injected directly into malignant lesions. An attempt 
was made to place colchicine in direct contact with the malignant cells in sufficient 
concentration to destroy them. For this purpose a saline solution containing 1 mg. 
of colchicine per cubic centimeter was prepared. 


The colchicine solution was first injected into an inoperable squamous cell 
carcinoma on the leg of a patient with acrodermatitis chronica atrophicans. In one 
week an area 1.5 cm. in diameter had sloughed out at the site of injection. The 
patient would allow no further experimentation as the injection had resulted in con- 
siderable discomfort. Subsequent injections were made into seven basal cell carci- 
nomas and four squamous cell carcinomas. These were all under 1 cm. in diameter. 


1. (a) Brues, A. M., and Cohen, A.: Effects of Colchicine and Related Substances on 
Cell Division, Biochem. J. 30:1363, 1936. (b) Sollmann, T. H.: A Manual of Pharmacology 
and Its Application to Therapeutics and Toxicology, ed. 7, Philadelphia, W. B. Saunders 
Company, 1948, p. 483. 

2. (a) Dustin, A. P.: Contribution a l'étude de I'action des poisons caryoclasiques sur 
les tumeurs animales: Action de la colchicine sur le sarcome greffé, type Crocker, de la souris, 
Bull. Acad. roy. de méd. de Belgique 14:487, 1934. (b) Brues, A. M., and Jackson, E. B.: 
Nuclear Abnormalities Resulting from Inhibition of Mitosis by Colchicine and Other Sub- 
stances, Am. J. Cancer 30:504, 1937. (c) Oughterson, A. W.; Tennant, R., and Hirshfeld, 
J. W.: The Effect of Colchicine on Human Tumors, Proc. Soc. Exper. Biol. & Med. 36:661, 
1937. (d) Lits, F. J., and Kirschbaum, A.: The Effect of Colchicine on Normal and Patho- 
logic Tissues of Mice, Anat. Rec. 70:52, 1938. (e) Seed, L.; Slaughter, D. P., and Limarzi, 
L. R.: Effect of Colchicine on Human Carcinoma, Surgery 7:696, 1940. (f) Guyer, M. F., 
and Claus, P. E.: Destructive Effects on Carcinoma of Colchicine Followed by Distilled 
Water, Proc. Soc. Exper. Biol. & Med. 43:272; 1949. (g) Ludford, R. J.: Colchicine in the 
Experimental Chemotherapy of Cancer, J. Nat. Cancer Inst. 6:89, 1945. (h) Levine, M., and 
Silver, G. B.: Mitotic Response in Human Cancer, Proc. Soc. Exper. Biol. & Med. 65:54, 
1947. 
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METHOD 


The procedure used was as follows: The lesion was anesthetized with 1 per cent procaine 
hydrochloride with epinephrine. Then 0.1 or 0.15 cc. of the colchicine solution was injected 
into it, and tissue was removed for biopsy from the center of the lesion. Two or three days 
later some of the lesions were given second injections. The area of the carcinoma and a wide 
border of surrounding skin were excised for microscopic examination in some cases a week 
or more after the last injection. The accompanying table gives the amounts of the injections 
and the time interval between injections and excision as well as the results of the microscopic 
examinations of the excised tissues. 


Data Concerning Treatment of Malignant Growths of the Skin with Injections of Colchicine 


Time Time Observations 
Between Between on Microseopic 
Amount First and First Injee- Examination 
Case First Second Clinical tion and of Excised 
No. Loeation Injected Injection + Effect Excision Tissue 
Basal Cell Carcinomas * 
1 Right side of 0.1 ee. Reuaxae Disappearance 10 days Equivocal 
forehead of lesion 
2 Midforehead 0.1 ee. 2 days Disappearance 12 days Carcinoma 
of lesion present 
3 Back 0.1 ee. 2 days Disappearance 16 days No carcinoma 
of lesion 
4 Left of sacrum Disappearance Not done 
of lesion except 
for pigmenta- 
tion; recurrence 
5 Ear No change 7 days Carcinoma 
present 
6° Right of sacrum 0.15 ee. 2 days Disappearance 12 days No earcinoma 
of lesion 
7 Face 0.15 ce. 8 days Disappearance 31 days Equivocal 
of lesion 
Squamous Cell Carcinomas * 
Dorsum of hand Disappearance 13 days No ecareinoma 
of lesion 
9 Left cheek Disappearance days Carcinoma 
of lesion present 
10 Dorsum of band 0.15 ee. debi as Disappearance 45 days Carcinoma 
of lesion; present 
recurrence 
l Nose 0.1 ec. 3 days Disappearance Not done ‘non 
of lesion; 
recurrence 


PRG aon were verified by microscopic examination of tissue removed for biopsy at the time of the 
ection. 
+t The second injection was of 0.1 cc. except in case 6, in which 0.15 ec. was given. 


RESULTS 


Of the seven basal cell carcinomas into which injections were made, five clinically 
disappeared and one disappeared except for pigmentation but recurred in three 
months. Serial sections of two areas in which basal cell carcinomas had been treated 
showed no evidence of the carcinoma. The areas where injections had been made 
into two other basal cell carcinomas showed equivocal observations and were there- 
fore considered to indicate treatment failures. One basal cell carcinoma was not 
influenced clinically or microscopically by the colchicine injection. 

The four squamous cell carcinomas which received injections all clinically dis- 
appeared. Two left in situ recurred. Serial sections of the two which were 
excised showed no evidence of carcinoma in one and active squamous cell carcinoma 
in the other. 
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SUMMARY 


Of 11 small malignant growths of the skin treated by the local injection of 
colchicine, nine clinically disappeared and a tenth disappeared except for slight 
residual pigmentation. Of these 10 lesions three clinically recurred. Two more 
most certainly would have recurred had they been left in situ, as active cancer cells 
were observed on microscopic examination of the excised area. Observations were 
equivocal in two cases on examination of the excised area, and these two cases must 
be considered as showing treatment failures. However, no evidence of activity was 
found in serial sections of three of the lesions. Pain at the site of injection was a 
common complaint, but this pain was usually not severe. An area of erythema up 
to 2 cm. in diameter frequently occurred but did not persist for more than a week, 
except in one case (case 10). The area of injection in this case became exudative ; 
inflammation persisted for about three weeks. The reactions which occurred were 
less severe and of shorter duration than those occurring following a cancericidal 
amount of radiation. In the areas where the lesions clinically disappeared there 
were no microscopic evidences of scarring. In this small series there appeared to be 
no relationship between the amount of reaction and the disappearance of the 
carcinomas. 

CONCLUSIONS 

Under the conditions described in this communication, local injections of 
colchicine do not constitute a satisfactory method for treatment of cutaneous carci- 
nomas. This treatment will, however, cause the disappearance, clinically and micro- 
scopically, of some lesions. 

Better results might have been obtained had weaker dilutions of colchicine been 
used, since it has been shown ® that too strong a solution of colchicine entirely 


inhibits cells mitosis rather than arrests it in‘the metaphase. Multiple injec- 
tions given at 10 to 24 hour intervals might have been more effective than the 
schedule used, since the greatest number of miotic figures are said to be present 
during this period * and since colchicine apparently has the ability to destroy the 
cells arrested in division.® 


30 West Arrellaga Street. 


3. Brues and Cohen.1® Brues and Jackson.2> 

4. Dustin.28 Brues and Jackson.2» 

5. Ludford, R. J.: Arch. f. exper. Zellforsch. 28:411, 1936; cited by Oughterson, Tennant 
and Hirshfeld.2¢ 
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ACQUIRED ACHROMOTRICHIA AND HYPOTRICHOSIS IN CHILDREN 
IN THE SOUTHERN OHIO AREA 


LEON GOLDMAN, M.D. 
CINCINNATI 


CCORDING to an earlier report,’ changes in the hair due to poor nutrition 
are not uncommon in the tropics. Such changes have not been described, 
however, in connection with extensive nutritional surveys in the United States. 
During the past few years there have come under study a group of children with 
abnormalities of the hair similar in many respects to those observed in tropical 
regions. These patients have all been observed in the Cincinnati area. 

The method of study was implemented with a number of highly specialized 
technics ? designed to detect early departure from normal variations. In brief, the 
analysis included, in addition to observation of the clinical pattern, determination 
of the force required to epilate, observations on elasticity, extension, tensile strength 
and cuticular pattern and, in certain instances, examination of histological sections, 
both longitudinal and cross sections. 


A total of 14 children, varying in age from 2 to 7 years, presented sufficiently 
pronounced chang,’s to be included in the series. In subjects under 2 years we 
were unable to recognize characteristic changes, although it is likely they do occur 
at this age. In this connection it is interesting to note that the change from lanugo 
to villous hair oceurs during the first two years. During this period, also, the 
increase in hair growth is rapid. 


It is interesting that among these 14 children with significant irregularities 
intestinal parasites were detected in six, five having infection with Oxyuris and 
one with both Oxyuris and Ancylostoma. None of these had any of the common 
stigmas of severe nutritional disturbances such as are so often seen in intestinal 
parasitism in the tropics. There is reason to believe the hair changes began before 
therapy for the elimination of the parasites was undertaken. 

Four children had these hair changes associated with sulfonamide medication. 
In three this occurred as part of a preventive routine after exposure to scarlet 


From the Department of Dermatology and Syphilology of the College of Medicine of the 
University of Cincinnati; Director, Dr. Leon Goldman. 

1. Pena Chavarria, A.; Goldman, L.; Saenz-Herrera, C., and Cordero-Carvajal, E.: Canities 
and Alopecia in Children Associated with Avitaminosis: Preliminary Report, J. A. M. A. 
132:570 (Nov. 9) 1946. 

2. Goldman, L., and Mason, L. M.: Investigational Studies in Some Congenital and 
Acquired Defects of Hair in Children, J. Invest. Dermat. 11:323, 1948. 
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fever, and in the other child sulfonamide medication had been used during an acute 
febrile disease. None of this group had any conventional reactions to sulfonamide 
therapy. The hair changes began in the first week after sulfonamide therapy in 
the three afebrile patients. In four patients no etiological factors could be found. 
None of these 14 children had hair abnormalities at birth, nor was there any heredi- 
tary background of hair disturbances or any possibility of alopecia areata or any 
features of trichotillomania. The growth changes especially served to rule out 
normal physiologic phenomena and effects of exposure to sun. Moreover, none 


B 


Fig. 1.—Curves of actual stretch of specimens of hairs, obtained by the Scott fiber testing 
apparatus. A, curves for three different specimens of hair from case 2. B, curves for control 
hairs from normal adults (7 and 2) and for different hairs from case 12 (a, b, c and d), showing 


of the hair changes in this series were similar to the patterns in children observed 
in the detailed report of the series of Trotter and her associates.* 


The disorder began abruptly in four cases and gradually in nine. On exami- 
nation, the hair was observed to be sparse and of lighter color than normal. 


3. Trotter, M.: Personal communication to the author. Trotter, M., and Duggins; O. H., 
Jr.: Changes in Morphology of Hair During Childhood, read before the Conference on the 
Growth, Replacement and Types of Hair, New York Academy of ‘Science, New York, Feb. 10, 
1949, 


III IIIT IITITII II IIIT Ii 
————>— 
————— 
A 
| 
| 
‘ 


GOLDMAN—ACHROMOTRICHIA AND HYPOTRICHOSIS IN OHIO 445 


Spareness was more often seen in the occipital area than in the frontal area. Hair 
counts were so variable as to be of little diagnostic significance ; consequently data 
on them were discarded. The cross sectional diameters of the hair im situ as 
measured with the shop microscope ranged from 0.05 to 0.10 mm., with the same 
average as noted in a previous paper, i. e., 0.07 mm. Extension was determined 
in only two patients and was found to be 5.0 mm. in one and 7.0 mm. in the 
other; in these same children tensile strength as measured by the inclined plane 
tensilograph was 150 Gm. and 203 Gm., respectively. No gross changes were 
found except deficiency of pigment of the fairly localized type noted previously. 
Medullation was irregular and often absent. Similar medullation changes have 


Summary of Panthenol® Therapy 


No. Associated Condition Age Gm. Duration Other Therapies Result 
1 Sulfonamide medication for strep- 


coceic infection............6.se006 5 10 6 wk. None improved 
2 Oxyuris infeetion.......... 7 0.5-1.5 3 mo. Anthelmintie Improved 
Oxyuris infection.......... 5 05 1 mo. None No ehange 
(Anthelmintie 
previously) 
4 Oxyuris 0.5 2 mo. Anthelmintiec Improved 
4 10 2 mo. B complex Improved 
previously 
without 
benefit 
6 Oxyuris infection................... 3 0.5 1lmo. None Improved 
7 Sulfonamide searlet fever 
2 0.5 3 wk. None Improved 
8 Sulfonamide searlet fever 
9 Sulfonamide searlet fever 
prophylaxis ........ 3 0.5 8 wk. None Improved 
Oxyuris infeetion plus 
anclystomiasis 2 0.5 2 mo. Anthelminties Improved 
previously 
7 10 1 mo, None No (?) change 
4 0.5 2 mo. None Improved 
3 0.5 1 mo. None No change 
5 0.5 1 mo. None Improved 


been noted in the series of normal children of Trotter and her associates. A trial 
of phase contrast microscopy of longitudinal sections was unsuccessful, but this type 
of observation applied to cross sections was not attempted. 

Therapy with panthenol® * (alcohol of pantothenic acid) was undertaken in all 
14 children subjected to systemic study as outlined above. As will be seen from 
the accompanying table, doses of from 0.5 to 1.5 Gm. were given daily, the duration 
of treatment ranging from one month to as long as three months. Three of six 
patients infected with Oxyuris had had treatment with anthelmintics previously, 
but in the other three this was withheld until panthenol® had been tried. Since 
only a limited number of subjects with the indicated type of hair changes were 
available for careful study, there was no effort to make a comparison of the thera- 
peutic virtue of panthenol® with that of whole B complex or with, combinations 


4. Supplies of panthenol® were furnished by Dr. Elmer L. Sevringliaus, Director of Clinical 
Research, Hoffman-LaRoche, Inc. 
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of sodium paraaminobenzoate and biotin. It will be recalled that my associates’ 
and my earlier attempts to influence the hair growth by means of biotin were 
unsuccessful. 

The results, as also listed in the table, are considered distinctly encouraging. 
In the group as a whole, 10 of the total of 14 children were classified as “improved.” 
Two of those who showed no improvement were from the group in which the 
disease was idiopathic, and one was a child infected with Oxyuris. It is impossible, 


Fig. 2.—Black and white photographs made from close-up kodachrome® transparencies. In 
general, photography of minor changes is of limited value. Different patterns of acquired hair 


—: in the group under study are shown; resemblance to adult patterns of alopecia may 
not a 


of course, to correlate the incidence of improvement with the nature of the sus- 
pected etiological factor. Four of the five patients with Oxyuris apparently 
received benefit, and all four of the group which had received sulfonamides did 
so, On the other hand, only two in the “idiopathic” group improved, but obviously 
no conclusions can be drawn from such small numbers. 


é 
: 


GOLDMAN—ACHROMOTRICHIA AND HYPOTRICHOSIS IN OHIO 447 


A miscellaneous group, not referred to heretofore, also received panthenol.* In 
those with congenital hypotrichosis (unclassified), no effects could be detected. 
Results were lacking as well in treatment of congenital ectodermal dysplasia, 
monilethrix, “woolly hair’ and a large series of cases of alopecia areata. 


Fig. 3—Black and white photographs made from close-up kodachrome® transparencies. 
A, congenital localized hypotrichosis. B, congenital localized hypertrichosis. C, poliosis circum- 
seripta. D, condition resulting from trichotillomania. 


COM MENT 

The difficulties inherent in a critical study of minor changes in the hair, such 
as are dealt with above, can be appreciated readily. In children the task is some- 
what easier than with adults. There are several reasons for this, one of which 
may be the greater lability of the hair structure in the young. One might mention 
also the decreased likelihood of hormonal disturbance in the young child and, in 
most instances, the lack at this age of any appreciable hereditary influence on the 
hair. Moreover, the child usually has fewer inhibitions about reporting changes 
of his own volition than does the average adult, so often motivated by pride, vanity 


| 
i 4 
j 
} 


448 4. M. A. ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


or actual anxiety. Trotter and her associates have been studying in great detail 
a group of normal children from birth now to age 14. None of their group appear 
to present, even with their variations, changes as pronounced as those in the series 
reported here. 

A few more words now about the implications of my observations—it has been 
pointed out already that the variations from normal seen in these children were 
of a minor nature. Nevertheless, the observations described are considered to 
represent definite changes in the hair color and in the pattern of hair growth. 
Superfluous as it seems, the familiar and stereotyped statement must be made: The 
etiology of these changes is obscure. The fact that intestinal parasitism and the 
oral ingestion of sulfonamides are associated with an identical clinical picture 
suggests a significant factor, maybe interference with intestinal synthesis of some 
vitamin or other element essential for normal hair growth and maintenance. It 
is a matter of common knowledge that abnormalities of the coat in animals can 
be brought about by similar means. At this point in the discussion, it seems 
entirely germane to recall Elvehjem’s statement,® 

The fact that under optimum conditions a significant fraction of the total requirement of a 
known vitamin may originate from the intestinal flora is not nearly as important in human 
nutrition as the possibility that under disturbed conditions the supply of an unknown factor 


which is normally produced by the flora is reduced to a point where a conditioned deficiency 
develops. 


From my experience it would appear that the gradual growth of new hair in these 
children can be promoted either by arresting the intestinal interference, e. g., by 
withdrawal of sulfonamides or eradication of parasites, or by overcoming the 
nutritional defect by the administration of panthenol.* 


' It is regrettable that there has not been the opportunity to make a controlled 
study on the effect of panthenol* on severe epidemic favus, as seen in the neighbor- 
ing Kentucky area. It is possible that the high incidence of endemic, familial and 
community favus in that area may be due in part to the concomitant nutritional 
disturbances of the child as well as to the factors of neglect, hygiene and parasitic 
infestation. 


There is no intention to imply that the same mechanism is operative in any 
adult alopecia, even in that form commonly occurring after febrile infections, even 
though the clinical signs may be similar to those observed in the present series 
of children. I have not determined, for example, whether there is a greater inci- 
dence of postfebrile alopecia associated with intestinal infections (typhoid-para- 
typhoid group) than with febrile diseases of the respiratory tract. In any event, 
no major degree of alopecia or hair color changes has been observed in repeated 
surveys on the wards of the Children’s Hospital among acute or chronically ill 
children, except, as noted before, in congenital syphilis.’ 

I have no explanation for the relatively uncommon occurrence of these hair 
disturbances when one considers the great incidence of “intestinal disease factors” 
in young children. Perhaps there are some unknown dietary features in some 
cases. Certainly it appears that many minor forms of these hair changes escape 
observation. 


5. Elvehjem, C. A.: Nutritional Significance of Intestinal Flora, Federation Proc. 7:410, 
1948. 
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CONCLUSIONS 


The difficulties of critical studies of especially minor hair changes are empha- 
sized again. Fourteen cases are reported of acquired and transient changes in 
color and growth of hair in young children. These changes are similar to but 
of lesser degree than those observed in the tropics as part of severe nutritional 
disturbances. The systemic factors more commonly associated with but not 
necessarily causal for the cases in the Cincinnati area were intestinal parasitism, 
especially infection with Oxyuris, and sulfonamide medication. These hair distur- 
bances must be differentiated from similar conditions, especially from the normal 
physiologic hair changes of young children, bleaching effects of sun exposure, 
conditions resulting from trichotillomania and head rubbing and true congenital 
disturbances. The systemic therapy for the hair disturbances per se of these 
children was limited to the administration of panthenol® in large doses, which 
appeared to offer help in accelerating regrowth and return of the normal color 
of the hair, 
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ROLE OF FOODS IN THE PRODUCTION OF ECZEMATOUS DERMATITIS © 


MAJOR MARSHALL B. GUTHRIE * 
AND 


CAPTAIN SHELDON L. MANDEL ¢ 
MEDICAL CORPS, UNITED STATES ARMY 


HE PURPOSE of this paper is to add to the knowledge of eczematous reac- 
tions due to foods. Reports of 10 cases are given in detail, and the methods 
used in diagnosis and treatment are described. 

In the past several years there have been increasing numbers of reports con- 
cerning the role of foods in the production of dermatoses. In 1930 Wise and 
Wolf reported two cases of a vesicular dermatitis occurring on the palms and 
the fingers which was due to the ingestion of orange juice. White,? in 1935, 
reported a case of recurrent dermatitis of the palm following the eating of peas, 
beans and peaches. A. H. Rowe,* in 1946, discussed 182 cases, in 80 of which 
food was the principal factor and in 28 of which it was a doubtful cause. The 
lesions which he described were minute vesiculopapules, discrete or coalescing 
with erythema, edema and pruritus. In these cases hands and other parts of the 
body were equally affected. Flood and Perry,* in 1946, discussed 29 cases in 


which food was the principal offender and stated that tuna fish, wheat, milk, 
tomatoes, pork, pineapple, American cheese, eggs, lamb, chocolate and chicken were 
the foods most likely to produce cutaneous reactions. Again, in 1947, these authors ° 
discussed 13 other cases, and at that time they expressed the opinion that the 
most satisfactory method of detection was a trial diet and that a food diary would 
benefit only patients with chronic lesions showing mild exacerbations at intervals 
of several days. Sulzberger and Baer® expressed the opinion that the present 


From Valley Forge General Hospital, Phoenixville, Pa. 

* Part time assignment: Department of Dermatology and Syphilology, University of Penn- 
sylvania Medical School, Philadelphia. 

t¢ Present address: Department of Dermatology, University of Minnesota, Minneapolis. 

This study was part of various studies supported by the Research and Development Board, 
Department of the Army. 

1. Wise, F., and Wolf, J.: Dermatophytosis and Dermatophytids, with Particular Refer- 
ence to Differential Diagnosis of Dyshidrosiform Eruptions of Hands and Feet, Arch. Dermat. 
& Syph. 34:1 (July) 1936. 

2. White, C. J.: Allergy in Diseases of the Skin, M. Clin. North America 18:1253, 1935. 

3. Rowe, A. H.: Atopic Dermatitis of the Hands Due to Food Allergies, Arch. Dermat. 
& Syph. 54:683 (Dec.) 1946. 

4. Flood, J. M., and Perry, D. J.: Recurrent Vesicular Eruption of the Hands Due to 
Food Allergy, J. Invest. Dermat. 7:309-327 (Dec.) 1946. 

5. Flood, J. M., and Perry, D. L.: Role of Food Allergy in Eczematoid Dermatitis, Arch. 
Dermat. & Syph. 55:493 (April) 1947. 

6. Sulzberger, M. D., and Baer, E. R.: The 1948 Year Book of Dermatology and 
Syphilology, Editorial Comment, The Year Book Publishers, Inc., Chicago, 1949, pp. 16-19. 
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methods were so difficult that removal of inhalants and the use of dietary approaches 
were not likely to be of value in the management of eczematoid eruptions of the 
hands by the general practitioner. Winston and Sutton,’ in 1948, reported addi- 
tional cases of reactions to foods. Livingood and Pillsbury,® in 1949, related 
specific food sensitivity to various eczematous eruptions. In all these reports 
emphasis has been placed on the role of foods in eczematous lesions of the hands. 
The cases which are reported in the present paper illustrate that other areas may 
be equally affected. 

This report covers a period from July 1, 1948, to July 1, 1949, during which 
time 196 patients were hospitalized for various skin disorders in the Dermatology 
Section of Valley Forge General Hospital. Of this number 55, or 27 per cent, 
were discharged with a diagnosis of eczematoid dermatitis. Of the latter group 
10, or 5.1 per cent of the total, were discharged with a diagnosis of eczematoid 
dermatitis due to foods. 

This Section acts as a problem clinic since few of the patients are admitted 
directly. There are three main groups into which patients are classified. One 
group consists of persons who come from hospitals outside the United States, these 
patients numbering about 40 per cent of admissions. The second group of patients 
come from other hospitals within the Second Army area and constitute about 
35 per cent of admissions. The remaining 25 per cent are veterans referred by 
the Veterans Administration in this area or are persons admitted directly from 
the command. 

The average period of hospitalization is 30 days, after which time patients are 
returned to duty or to civilian life. Under such conditions follow-up is almost 
impossible. Some follow-up can be made on veterans residing in the area, but in 
general no conclusions as to freedom from disease can be drawn once patients are 
discharged. 

On admission to the hospital, patients suspected of a food allergy are studied 
from a mycologic and bacteriologic point of view and then placed on the basic 
elimination diet (see table 1). It normally required 14 to 21 days for the patient 
to complete the basic diet, at which point other foods were added provided his 
skin had become less reactive. Those patients whose condition did not respond 
after 10 days of the basic diet were dropped from the study and their condition 
considered nonallergenic. The new foods are forced for 48 hours, and, if no 
reaction is manifested at the end of this time, the food is considered nonallergenic 
for the person under consideration. 

Should reaction occur—that is, pruritus, erythema or vesiculation—the offend- 
ing food is dropped and the diet is stabilized until the irritation subsides. The 
food which caused the reaction is considered allergenic and is not tested again 
until a later date. Prior to the patient’s discharge, however, all foods considered 
allergenic by this method are retested. If a flare is produced for the second time, 
the food connected with its appearance is stricken from the patient’s diet. On his 
discharge from the hospital a list of foods to avoid, based on the above-mentioned 
schedule, is given the patient. 

"7. Winston, B. H., and Sutton, R. L., Jr.: Dermatitis of the Hands Due to Ingested 
Allergens, Arch. Dermat. & Syph. 58:335 (Sept.) 1948. 


8. Livingood, C. S., and Pillsbury, D. M.: Specific Sensitivity to Foods as a Factor in 
Various Types of Eczematous Dermatitis, Arch. Dermat. & Syph. 60:1090 (Dec.) 1949. 
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Complete allergy skin tests are done on many of the patients but are not con- 
sidered of sufficient value to be strongly relied on when a diet is outlined. Results 
obtained in the series presented here have been similar to those secured by Rowe ® 


TasLe 1.—Diet for Patients Suspected of Having Eczematous Dermatitis Due to Food, 
Valley Forge General Hospital, Allergy Section* 


Elimination Diet 
First 2 days Water (tea) and sugar (2 teaspoons of 
sugar to 1 cup of water or tea) 
Second 2 days Baked potatoes added 
Third 2 days Lamb chops added 
Fourth 2 days added . 
Fifth 2 days Rice added 


Basic Elimination Diet (Advancing) 
Foods allowed— 
Fruits 


Bread 
Baked potatoes 2 slices ry-krisp @ with 
Steamed rice each meal 


Beverage rves 
Tea and sugar Apricot preseryes 


* General Notes: 1. This diet usually continues for two weeks. At the end of that period one may begin 
to add vegetables, one per 48 hours, eating large amounts of each addition with at least two meals each 
day. If no reaction in the way of redness, irritation or itching appears after two days one may add another 
vegetable. 2, Citrus fruits and pork are added only on order. 3. Milk, milk products, eggs and wheat are 
added last and only on the physician’s order. 


Tas_e 2.—Summary of Ten Cases of Ecse tous Derm titis Due to Food 


= 


4 Allergen(s) Reaction 
Location of Skin Test Blamed for on Trial of 
Months Lesions Treatment Reactions ~ Dermatitis Regular Diet 
Right ankle : Temporary 2+ to milk Milk,eggs . ‘Acute flare 
Right thigh Temporary No tests done Eggs, milk _ 12 hour flare 
Left leg Temporary No tests done Multiple 48 hour flare 
Forearm, legs None 3+ to milk, : Pork 24 hour flare 
wheat, 2+ to 
pork 


Dorsa of feet Temporary : 44+ to spinach,.. Milk, eggs 24 hour flare 
: 3+ to wheat, 
; 2+ to milk 
Popliteal fossae ‘Temporary 3+ to chicken, Milk 12 hour flare 
2+ to milk, pork 
Dorsa of feet ‘Temporary Not conclusive Eges Questionable 
Dorsa of hands Temporary 12 hours Not conclusive Carrots, 48 hour flare 
spinach 
Dorsa of hands Slow No response 3+ to milk, egg, Chocolate, None 


— =f hands Temporary 72 hours No tests done Multiple 48 hour flare 
and fee : 


and others ; namely, they indicate that the skin tests are almost without value. “How- 
ever, should a patient react strongly to any skin tests, either scratch or intradermal, 
the foods concerned are left until the last to be tested by ingestion. During a 
period of diet testing local and systemic therapy have been avoided when possible. 


9. Rowe, A. H.: The Evaluation of Skin Reactions in Food Sensitive Patients, J. Allergy 
5:135, 1934. 


Lamb chops Canned pears . 
Beef Canned apricots 
erate Chicken and turkey Stewed prunes . § 
Celery Pear a 
String beans Apricot 
Dura- Time : 
No. Sex 
1 M 
6 M 6 
7 M 16 
8 M 16 
| 
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Table 2 shows the major featuresof the 10 cases. seen in this hospital during 
the period indicated. The latge proportioti of male patients is due, we feel sure, to 
a disproportion of male population in any Army hospital and does not indicate 
| any real sex difference. Of considerable interest is the long period these patients 
have‘had their various skin difficulties. 

_ The following cases are presented i in greater detail since it is felt that the his- 
tories and physical observations in them are of sufficient variety to prove the 
necessity of considering a food reaction whenever one is faced with the problem of 
an eczematous eruption of long duration. 


REPORT OF CASES 


Case 1.—There was a history of a recurrent vesicular eruption over the dorsa of both hands 
since 1944. Numerous types of local therapy had been tried, but the condition always recurred. 
No séasonal incidence or contact factor had ever been noted. The personal and family history 
failed to reveal any allergic pattern. At the time of admission the patient presented an eczema- 
tous eruption over the dorsum of the left hand and papular lesions on the medial and lateral 
aspects of both arms. Laboratory and routine roentgenologic studies revealed no abnormality. 
Search for foci of infection showed none. Basic patch tests gave negative reactions except a 
primary irritative reaction to nickel sulfate. Patch tests with the patient’s cosmetics gave 
: negative reactions, as did an intradermal test with Staphylococcus toxoid. Recovery was slow 
but uneventful. The patient was then placed on a regular diet without any reaction developing 
on his skin. One week later he manifested new papular lesions on the dorsum of the left hand. 
Investigation revealed the ingestion of chocolate-peanut candy the day before. Scratch tests 
with food extracts revealed a 3 + reaction to milk, egg yolk, corn and chocolate, with a 
persistence of the reaction at the site of chocolate testing. The patient was then placed on 
treatment by application of a cold cream until the skin cleared completely. One week later he 
was given chocolate orally in capsule form and complained of a mild gastrointestinal upset. 
There was no cutaneous flare. Forty-eight hours later the administration of a placebo resulted 
in no systemic or local reaction. The following day peanuts were given by capsule, and within 
36 hours there were new vesicles and pruritus on the dorsal aspect of the left hand. Placebo 
testing three days later caused no cutaneous reaction. Patch tests with peanut butter gave a 
4 + reaction and.caused some pruritus at the site of original skin disease. Withdrawal of these 
offenders from the diet caused the dermatitis to disappear, and the patient was discharged from 
the hospital. 

Case 2.—One year prior to admission the aaiaek noticed a small papular lesion on the upper 
aspect of the right thigh just superior to the knee. This lesion gradually had increased in size 
despite all forms .of local therapy.*‘The lesion caused very little discomfort except for mild 
pruritus. Physical examination revealed a well demarcated area of erythema just above the 
knee, about 4 cm. in diameter. The edge was slightly vesicular, and there was no evidence 
of central clearing. Laboratory studies revealed no abnormality except for the observation 
of a slightly hemolytic Staphylococcus aureus in the serum from the lesion. Local therapy was 
ineffectual. The patient was started on the basic diet, and within 24 hours all pruritus had 
disappeared. No reaction locally was noted until milk and, later, eggs were added to the diet. 
Both foods caused increased pruritus and the appearance of new vesicles in the lesions, This 
reaction was repeated on two separate occasions. At the time of the patient’s discharge only 
residual pigmentation was present at the site of the lesion. Skin tests were not done on this 
patient. 

Case 3.—The patient had had a pruritic vesicular eruption of the dorsum of the right foot 
for eight months prior to admission. No food or contact sensitivity had been noted. Pruritus was 
severe. Physical examination revealed a sharply circumscribed area of vesicles, papules and 
fissures over the right achilles tendon. Laboratory studies revealed no abnormality. Intradermal 
skin tests elicited a 2 + reaction to milk and a 1 + reaction to cabbage. Thirty-six hours after 
the patient was placed on the basic diet there was a pronounced improvement with a loss of the 
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pruritus and no further appearance of vesicles. The ingestion of milk and eggs, in that order 
and at an interval, resulted in increased pruritus, erythema and vesiculation. This reaction was 
repeated on several occasions. Removal of these foods resulted in freedom from complaints 
and gradual healing of the lesion. 

Case 4.—The patient had noticed the presence of erythema and pruritus of both popliteal 
spaces for six months. This condition had been uncontrolled by local therapy and the use of 
some superficial roentgen ray therapy. The patient had noted remissions but was unable to 
relate these to any contacts, drugs or foods. His personal and family history revealed no allergic 
tendencies. At the time of admission there were areas of erythema and lichenification in both 
popliteal spaces, covered by a fine scale. There were several small pustules within the limits 
of the eruption. Laboratory studies revealed no abnormality except for the presence of hemolytic i 
and nonhemolytic staphylococci on culture of material from the pustules. Patch tests with 1 
numerous agents elicited negative reactions. Intradermal skin tests revealed a 2 + reaction j 
to milk and pork and a 3 + reaction to chicken. The use of local medicaments cleared only 
the superficial pyodermic condition. The pruritus ceased three days after the patient was placed 
on the basic diet. With the addition of milk products the skin became erythematous and pruritic. 
This reaction was checked several times, with the same results. When these food substances were 
completely removed from his diet the patient went on to complete recovery. 


COMMENTS 


aa In the presentation of these patients no attempt is made to prove that food 
allergy is the number one cause for eczematous eruptions of the skin. One is only 
too aware that there are legions of other causes which may be the difficulty or 
“trigger” for the individual patient. However, it is our opinion that any patient 
who presents recalcitrant skin reactions which have failed to heal in the expected 
length of time on good dermatological therapy should be given the benefit of a strict 
elimination diet such as the one outlined. Many drawbacks present themselves, 
least among these beitig the period required for hospitalization and the initial 
weight loss.. However, when. a patient has-had an eruption for many months and 
when it is present on exposed areas of the body, usually these difficulties can be 
overcome. After the first 12 days the diet is not one which a person would find 
impossible to follow as an outpatient nor is it one at which a family would rebel 
should any member require such diet therapy. 

Lack of uniformity between reactions to skin tests, both scratch and intra- 
dermal, and the reaction. on the dietary schedule should be stressed. If skin 
tests are used at all they should be used only with the idea that test foods giving 
strongly positive reactions will be left to the last in the ingestion testing. Often 
it is these foods which the patient may eat without fear of a reaction. It is felt 
that such skin tests are in the main without value in the over-all handling of these 
problems. 


Failure to see a response to the basic diet within a period of one week, when 
the physician has been sure that such a diet has been strictly adhered to, casts 
considerable doubt as to foods being a cause for the condition, since relief from 
symptoms and freedom from new lesions constitute one of the earliest signs that 
foods play the important role in the dermatitis. 

It must be realized that food reactions are not necessarily present on the hands 
alone; as this report indicates, many eczematous eruptions elsewhere on the body 
may be due to the presence of an idiosyncrasy to foods. Certainly any condition 
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which can be the cause for 5 per cent of the dermatological admissions to an Army 
general hospital is of enough importance that the practitioner should be aware of 
it as a possibility in cases of eczematous dermatitis. 


SUMMARY 


The case histories of 10 patients whose dermatological conditions were due to 
food idiosyncrasies are presented. These cases represent 5 per cent of one year’s 
admissions to a dermatology section of an Army general hospital. The importance 
of an elimination diet is stressed, and a suitable diet is outlined. The lack of cor- 
relation of skin tests with the diet tests is demonstrated. A brief review of the 
current literature on the subject is presented. 
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SUCCESSIVE OCCURRENCE OF KAPOSI’S VARICELLIFORM ERUPTION 
IN SIBLINGS WITH ATOPIC DERMATITIS 


MORRIS LEIDER, M.D. she 
BROOKLYN 


N ANY well established and well run dermatological practice, be it of a private 

or of a clinic nature, there is found a corps of patients who return faithfully 
and regularly for observation and treatment of certain rebellious or recurrent 
dermatoses. Prominent among these refractory dermatoses is atopic dermatitis. 
Every fall and winter one may expect to see many such cases with their exacerbations 
or complications. In average years one may merely see episodes of increased 
erythema, papulation, excoriation and lichenification in the classic sites or in the 
particular patterns of individual patients. Then there is always the piteous recital 
of complaints like intense pruritus, insomnia and “nervousness.” Occasionally a 
patient is exceedingly and dangerously dispirited because schooling, vocational 
career or social life is badly disrupted. And so annually one girds to the task of 
soothing and alleviating the condition of the primarily disturbed skin and the 
secondarily disturbed mind. At long last, just as one fearfully begins to exhaust 
the topical and systemic armamentarium, the feeble, popularly couched explanations 
of cause, cure and prevention and the general, nonspecific words of encouragement, 
the aggravation begins to subside. The season changes too. The faithful are 
renewed and refilled with a gratitude that assures that they will return another year. 

And, as though all this were not enough, occasionally but fortunately rarely there 
is complication in the form of pyoderma. Finally, of recent years there seems to 
have been an increase in, or increased recognition of, Kaposi’s varicelliform eruption 
as a complication of atopic dermatitis. In support of this statement, the opinion 
of the editors of the Year Books of Dermatology and Syphilology may be cited * 
to the effect that mild and recurrent cases of Kaposi’s varicelliform eruption are 
not at all uncommon in their material of atopic dermatitis. Moreover, these 
authorities have long pointed out, just recently again? that “the name Kaposi’s 
varicelliform eruption appears inadequate and insufficiently precise for modern use, 
as it includes a number of etiologically different diseases . . . it is essential to 
distinguish as clearly as possible between 1) disseminated cutaneous herpes simplex 
superimposed on atopic dermatitis, etc., 2) vaccinia virus infection superimposed 
on atopic dermatitis, etc., 3) variola virus infection superimposed on atopic der- 
matitis, etc.” Thus the 1949 Year Book of Dermatology and Syphilology carries 


From the Department of Dermatology and Syphilology, Marion B. Sulzberger, M.D., 
Director, of the Post-Graduate Medical School of New York University. 

1. Personal communication to the author. 

2. Sulzberger, M. B., and Baer, R. L.: The 1949 Year Book of Dermatology and Syphil- 
ology, Chicago, The Year Book Publishers, Inc., 1950, p. 322. 
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abstracts of no less than four articles* on the subject, plus pertinent editorial 
comment. In the total of 23 cases described and discussed in these four articles, 19 
were of vaccinia virus origin and four of herpes simplex virus causation. The reason 
why vaccinia virus .is so much more frequent in this summation is that one report.on 
a group of 16 cases constitutes an accumulation of experience from the mass vac- 
cination campaign of 1947 in New York city. In ordinary years it may be presumed 
that the herpes simplex virus is as much or more to be feared. 

The report which follows deals with two cases of Kaposi’s varicelliform eruption, 
of herpes simplex virus origin in two siblings who acquired the condition one 
directly after the other, ran an amazingly identical, stormy course of about two: 
weeks and recovered fully only to resume with their atopic dermatitis pretty nearly 
exactly where they left off or, if anything, a bit better off. Certain interesting 
epidemiological data, the clinical proof of herpes simplex virus causation without 
laboratory confirmation, the question of efficacy of antibiotic (aureomycin) therapy 


HOME HOSPITAL 
: Avreomycin, ophthalmic solution, to eyes 
Aureomycin orally, 
250 mg. every 4 hours __ Aureomycin orally, 250 mg. every 4 hours 


TEMPE RATURE 


z 3:2 


Topically: wet dressings (solution of potassium permanganate, !:6,000), 
lotions, emulsions, pastes 


Grouped vesicles] | Generalization| |Seneralization| | Beginning Discharge 
on left side of of vesicles on| |Of vesicles on} | resolution of from 
[neck neck; edema of | | face: lids, entire process hospital 
eyes conjunctive 
and cornea 
involved 


Fig. 1.—Pertinent data of clinical course and treatment of S. U. (case 1). 


and the significance of ocular involvement (dendritic ulcer, herpes simplex corneae ) 
will be discussed below. rn 
REPORT OF CASES 


Case 1.—S. U., the younger sibling, a woman of 21 years, had been under observation and 
treatment for atopic dermatitis for more than 10 years. She was seen in the 1949 winter season 
for exacerbations of. atopic dermatitis on October 31 and discharged, improved, on November 21. 
About two weeks later, on December 5, she returned with a patch of grouped vesicles on the 
left side of the neck accompanied with pain, stiffness and regional adenopathy. The herpetic 
character of the eruption was instantly clear, but, on clinical grounds, for the moment a diagnosis 
of herpes zoster or ordinary localized herpes simplex was as much to be entertained as one of 
a beginning Kaposi’s yaricelliform eruption of herpes. simplex or other virus causation. Within 


3. (a) Baer, R. L., and Miller, O. B.: Aureomycin Therapy of Disseminated Cutaneous 
Herpes Simplex (Kaposi's Varicelliform Eruption), J. Invest. Dermat. 13:5 (July) 1949. 
(b) Fries, J. H., and Borne, S.: Vaccinial Infection in Children with Atopic Dermatitis, J. 
Allergy 20:222 (May) 1949. (c) Varley, R., and Kletz, T.: Case of Kaposi’s Varicelliform 
Eruption (Systemic Herpes Simplex) with Dendritic Ulceration of the Cornea, Brit. J. Der- 
mat. 61:166 (May) 1949. (d) Anderson, T.: Kaposi’s Varicelliform Dermatosis: Virus Pyo- 
dermia, ibid. 61:157 (May) 1949. 
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a few days, however, progressive generalization of the vesicular eruption, consisting of hundreds 
of tiny agminated vesicles and sharply localized to the topographic pattern of the patient’s long- 
standing atopic dermatitis (entire face, neck in complete collar fashion and antecubital fossae), 
made the diagnosis. The face and neck in particular were studded with the minute, slightly 
umbilicated blisters and swollen to proportions that reminded one of textbook pictures of small- 
pox or acute (butcher’s) pemphigus. The lids of the eyes were so heavily involved and the 
conjunctivas and corneas were so chemotic that vision was blotted out by the mechanical effect 
alone. The entire course and treatment of the episode are graphically portrayed in figure 1. 
After major recovery one tiny dendritic ulcer persisted and required special ophthalmologic 
attention for about a month before complete healing. 

Case 2.—M. U., full brother of S. U., aged 25 years, had been under observation and 
treatment for atopic dermatitis for nearly as long as S. U. but never was as regular in attend- 
ance although the extent and severity of his atopic dermatitis was greater. About four days 
before his sister was to be discharged from the hospital, which was 10 days from the onset of 
her attack, his episode of Kaposi’s varicelliform eruption began. On the very day that she was 
discharged from the hospital, he entered. The clinical description of his eruption and his course 


105 - HOME HOSPITAL 
yah orally, 250 mg. every 4 hours 


TEMPERATURE 


= 
1 


Topically: wet dressings (solution of potassium permanganate, 1:6,000), 
emulsions, aureomycin ointment 


Erythema and Beginning of Generalization of Beginning Discharge 
papules on vesiculation; vesicles on face, resolution rom 

face; malaise edema of eyes neck and antecubital of entire hospital 
fossae; eyes involved process 


Fig. 2——Pertinent data of clinical course and treatment of M. U. (case 2). 


were nearly exact replicas of his sister's, allowing for a little more of everything on a size to 
size basis. Figure 2 is a graphic summary of the course and management of his case. 


COMMENT 


It is of epidemiological interest to note that both patients were unmarried and 
lived with a widowed mother in a small private dwelling with the usual arrangement 
of common living room, bathroom and kitchen but with separate bedrooms well 
apart (different floor). A third sibling, a still older, married brother who also had 
had atopic dermatitis years ago but who is now relatively free of trouble and who, 
moreover, lives at a distance, was never affected with a disseminated cutaneous 
infection of virus origin as far as can be ascertained. 

In a review of the history of the sister, who was the first to acquire the com- 
plication, there is no clear history of a preceding grippal episode or an attack of cold 
sores and nothing of intimate contact with persons who may have had active herpes 
simplex lesions. However, rigorous insistence on proof of such an exposure is 
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hardly required considering the ubiquitous distribution of the herpes simplex virus, 
particularly in the winter. If it insisted on, then the initial patch of herpetic vesicles 
in the sister may be interpreted as representing a banal episode of localized herpes 
simplex which, finding itself on fertile soil, quickly generalized. In the case of the 
brother, the sister’s severe attack is sufficient presumptive soufce of contagion and 
easy communicability is suggested by the sequence of events. An incubation period 
of between five to 10 days can be calculated from the dates. 

As regards the precise virus involved, variola may be confidently dismissed on 
account of the probable lack of opportunity for exposure and because of the happy 
outcome. As between herpes simplex virus and vaccinia virus, several things make 
herpes simplex virus causation almost certain even without laboratory confirmation : 

1. There was no history of immediately antecedent cowpox vaccination of the 
patients or of exposure to another person so vaccinated. In fact, it is of further 
interest to find that the sister, without seeking advice, submitted to cowpox vac- 
cination in the general melee of the mass vaccination campaign of 1947 in New York 
city. She went through the procedure without incident, enjoying an immune 
reaction. 

2. The approximate two weeks courses of the disease with restitutio ad integrum 
was almost that of ordinary herpes simplex in the usual small locations. The 
stormy constitutional and febrile events were probably merely a reflection of the 
large amount of skin involved. Even in ordinary herpes simplex some malaise and 
minor fever are common. 

3. If the virus were vaccinia, some permanent skin damage in the form of pit 
scarring would be expected. As stated, on recovery the areas of atopic dermatitis 
were, if anything, a whit better. 

The next question is whether or not aureomycin therapy made a significant 
difference in the course of the disease. My impression is that it did not. The 
grounds are these: Both courses were identical although the brother had more, and 
more continuous, therapy whereas the sister had less treatment with the antibiotic— 
and that discontinuous. It is possible that in either case the doses were enough to 
produce the maximum benefit to be derived from the drug. Nevertheless, during 
the use of aureomycin there were no moments that suggested the dramatic responses 
which one is in the hopeful habit of expecting in serious infections that are really 
amenable to antibiotic therapy. However, this opinion is in contrast to that of 
Baer and Miller ** and others * who have reported good response to aureomycin 
therapy in diseases of probable herpes simplex virus causation. Final judgment 
on this point must await more experience in more cases. 

Lastly, the involvement of the conjunctivas and corneas is of considerable special 
interest. While dendritic ulcer (herpes simplex corneae) is known as an occasional 
expression of ordinary herpes simplex infection, it is probably rarer than aphthous 
stomatitis of herpes simplex virus origin. In these cases it may be speculated that 
the eye involvement relates to the participation of the eye in general atopic activity 
which one occasionally sees in the form of cataract formation. It may be imagined 


4. Bereston, E. S., and Carliner, P. E.: Treatment of a Case of Kaposi’s Varicelliform 
Eruption with Aureomycin, J. Invest. Dermat. 13:13 (July) 1949. Fisher, A. A., and Schwartz, 
S.: Stomatitis Ulceromembranosa Acuta Treated with Aureomycin, ibid. 13:51 (Aug.) 1949. 
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that in Kaposi’s varicelliform eruption the eye is a ready site of involvement especially 
if, in a particular case, it is a potential part of the topographic pattern of the patient’s 
atopy. In the cases described subsequent slit lamp and other special examination of 
the corneas and lenses revealed no abnormality except for the woman patient’s 
small dendritic ulcer, which healed eventually. It will be interesting to follow these 
subjects into the indefinite future with examinations for ultimate eye changes that 
may possibly relate to the atopic dermatitis or the virus complication. 
820 Caton Avenue (18), 
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CUTANEOUS FORM OF POLYARTERITIS NODOSA 
Report of a Case 


WILLIAM N. SLINGER, M.D.* 
CINCINNATI 
and 


VERA STARCK, M.D. 
STOCKHOLM, SWEDEN 


USSMAUL and Maier in 1866 first described the disease which is now 

called polyarteritis or periarteritis nodosa. The term of periarteritis is an 
obvious misnomer, for the essential pathologic picture is that of a panarteritis. The 
disease is a form of inflammatory, necrotizing and obliterative panarteritis of small 
arteries, arterioles and, occasionally, veins. General, systemic symptoms com- 
monly accompany the disease, but the type and occurrence of regional symptoms 
depend or the organs involved. The primary macroscopic lesion is a nodule from 
2 to 8 mm. in diameter which is of considerable diagnostic significance when the 
skin is affected. 


Alkiewicz* collected from the literature 36 cases with skin involvement 
reported to 1933. In 1939 Ketron and Bernstein * added 23 more to those pub- 
lished by Alkiewicz and found the incidence of cutaneous involvement to be approxi- 


mately 25 per cent. In 1937 Carol and Prakken* reported a benign cutaneous 
form of polyarteritis nodosa in a 19 year old girl. Matras,> Miescher® and 
Melczer and Venkei’* have all reported separately cases of a cutaneous form of the 
disease which pursued a relatively benign course, but reports of this type have been 


From the Department of Dermatology and Syphilology, Karolinska sjukhuset, Stockholm, 
Sven Hellerstrém, M.D., professor. 

* Chief Resident, the Department of Dermatology and Syphilology, Cincinnati General 
Hospital, Leon Goldman, M.D., director. : 

1. Kussmaul, A., and Maier, R.: Uber eine bisher nicht beschriebene eigenthiimliche Arteri- 
enerkrankung (Periarteritis nodosa), die mit Morbus Brightii und rapid fortschreitender 
allgemeiner Muskellahmung einhergeht, Deutsches Arch. f. klin. Med. 1:484, 1866. 

2. Alkiewicz, J.: Multiple nekrotisierende Periarteriitis nodosa der Haut in Gemeinschaft 
mit Acanthosis nigricans, Arch. f. Dermat. u. Syph. 168:522, 1933. 

3. Ketron, L. W., and Bernstein, J. C.: Cutaneous Manifestations of Periarteritis Nodosa, 
Arch. Dermat. & Syph. 40:929 (Dec.) 1939. 

4. Carol, W. L. L., and Prakken, J. R.: Die kutane Form der Periarteriitis nodosa, Acta 
dermat.-venereol. 18:102 (Feb.) 1937. 

5. Matras, A.: Zur kutanen Form der Periarteriitis nodosa, Wien. Klin. Wehnschr. 51:991 
(Sept. 16) 1938. 
ee Miescher, G.: Uber kutane Formen der Periarteriitis nodosa, Dermatologica 92:225, 

7. Melczer, N., and Venkei, T.: Uber die Hautformen der Periarteriitis nodosa, Derma- 
tologica 94:214, 1947. 
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rare, particularly in English and American literature. In Melczer and Venkei’s 
patients the disease terminated in death only in those cases in which the skin mani- 
festations were secondary to internal involvement. 

There has been complete recovery reported to follow different therapies, drugs 
administered including sulfapyridine, acetylcholine and penicillin, and in these cases 
the demonstrable pathologic changes occurred in the skin.‘ Although the German 
writers with uniformity have described a benign course for a cutaneous form of 
polyarteritis nodosa there is far too little evidence to consider the cutaneous 
manifestations a separate disease entity. However, it may be justifiable to expect a 
better prognosis when lesions are found in the skin, particularly when skin involve- 
ment exists without the concomitant involvement of internal organs or the general 
systemic symptoms of the disease process. The literature reveals that where a 
relatively mild course of the disease was seen or where spontaneous remissions 
and complete recoveries were reported cutaneous involvement seemed to be invari- 
ably present. 

The following case, in a young woman, presented extensive skin involvement 
that showed a slow progression in a nine month period. 


REPORT OF A CASE 


A 25 year old married white woman, mother of three normal children, had been free of 
disease and skin eruptions all her life. In August 1949 she manifested acute pharyngitis 
accompanied with a high fever. The “sore throat’ and fever continued for one week and then 
subsided on treatment of the patient with orally administered penicillin tablets prescribed by 
her family physician. There is no history of ingestion of other drugs, such as sulfonamides or 
iodides, at that time. 

In September, approximately two weeks after the subsidence of the acute throat infection, 
the patient first noted in the epigastrium nontender nodules just under the skin. There were 
no other symptoms. She visited her physician, but no treatment was given. Three weeks 
later similar infiltrations began to develop over the posterior aspects of the shoulders and there 
was increased involvement noted in the epigastrium. The patient then experienced some 
tenderness in the nodules and a severe pruritus in the areas that were affected. The itching 
was of such severity that she had difficulty in sleeping, and the nodules were so tender that 
she was quite uncomfortable when lying on her back. 

On November 1 she visited a local hospital for an examination. Blood was drawn for 
laboratory tests, and a biopsy was made of one of the skin lesions. No treatment was given, 
and the patient was asked to return in one month. The itching and tenderness became pro- 
gressively worse, and new nodular infiltrations developed over the thorax, the breasts and the 
upper parts of the thighs. The patient described the occurrence of small red, punctate, non- 
elevated lesions occurring in annular patterns about the nodules as the infiltrations became more 
extensive. In some areas the nodules developed so closely together that they became confluent, 
producing infiltrative plaques of a deep purplish red. The patient returned to the local hospital 
at the end of November. The reports on the tests taken on her first visit to the hospital 
revealed a sedimentation rate of 48 mm. per hour, a hemoglobin percentage of 88, a red blood 
cell count of 4,200,000 and a white cell count of 14,200 with the differential ratio showing 68 
per cent polymorphonuclear leukocytes and 2 per cent eosinophils. The biopsy section showed 
some nonspecific changes of epidermal thinning and flattening of the rete pegs with mild chronic 
inflammatory infiltrations about the vessels in the upper part of the cutis. It is doubtful 
whether this was an adequately taken biopsy specimen. 


8. Legros, J.: La périartérite noueuse ou maladie de Kussmaul-Maier: premier cas 
diagnostiqué pendant la vie chez le nourisson; guérison rapide par le dagénan et l’acétylcholine, 
Arch. franc. pédiat. 2:112, 1944-1945. White, S. M.: Periarteritis Nodosum—Treatment with 
Penicillin, Minnesota Med. 30:303 (March) 1947. 
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The patient was then referred to her family physician for penicillin treatment and observation 
until a bed in the hospital was available. She was treated with daily injections of 600,000 units 
of procaine penicillin for a total of 6,000,000 units. On December 19 the sedimentation rate 
was 51 mm.; on Jan. 4, 1950, the sedimentation rate was 74 mm., and on January 5 a blood 
count revealed 84 per cent hemoglobin with a red cell count of 4,100,000 and a white cell count 
of 13,900 with a differential ratio showing 3 per cent eosinophils. A roentgenogram of the 
chest on January 5 revealed no abnormalities. 

The patient stated that after the penicillin therapy the appearance of all the lesions seemed 
a little improved. However, she soon acquired persistent pain over the lower outer aspects of 


Fig. 1—Patient with periarteritis nodosa showing the general body distribution of livedo 
racemosa. 


her legs and the lateral surfaces of her feet. No topical therapy had been used. She had taken 
salicylates continuously to control the itching and pain but got only temporary relief from their 
use. 

Physical Examination.—The patient was admitted to the dermatological clinic on January 9. 
At this time she appeared as a moderately obese and well developed but pale white woman 
presenting purplish, blotchy, infiltrative lesions distributed symmetrically over the outer areas 
of the back, the shoulders, the upper right parts of the thorax, the right breast, the upper part 
of the abdomen and the proximal anterior surfaces of the thighs and numerous small, discrete, 
nodular lesions scattered over the buttocks. Some of the areas reported by the patient as 
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previously involved revealed no palpable lesions at that time. On closer inspection and palpation 
the primary lesion was found to be a small nodule from 2 to 8 mm. in diameter. 

In areas where the reticulated and blotchy discoloration was pronounced the infiltration 
occurred in plaques and there was some depression or retraction of the skin overlying these 
lesions. On the right upper part of the chest the discoloration was of a deep cyanotic red and 
spidery in configuration, perhaps adequately described by the often used term livedo racemosa. 
Conspicuously absent was any evidence of purpura, nor were there hemosiderotic puncta of 
any sort which might indicate past episodes of purpura or cutaneous extravasation. 

The only abnormal observations on physical examination other than the skin lesions were 
hyperplastic and inflammatory tonsils and a moderately elevated diastolic pressure. Blood pres- 
sure readings, repeatedly taken, varied from 120/90 to 145/95. 

Laboratory Data, First Admission—On January 9 the sedimentation rate was 28 mm., but it 
rose to 51 mm. eight days later with a concomitant rise in the antistreptolysin titer from 800 to 
1,000. Both of these tests showed consistently high values. The antistaphylolysin titer was 1.1 
units per milliliter, which is normal. Wassermann, Kahn and Meiniche-Klahrungs reactions were 
negative. The hemoglobin varied from 87 to 92 per cent; the red cell count, from 4,000,000 to 
4,200,000, and the white cell count, from 6,400 to 7,500. The differential counts revealed 48 to 65 
per cent polymorphonuclear leukocytes and 4 to 6 per cent eosinophils. 

Results of urinalyses with microscopic examination were repeatedly within normal limits. The 
total serum protein was 8.361 Gm. per 100 cc., and the albumin-globulin ratio was 1.1. The non- 
protein nitrogen content of the blood was 26 mg. per 100 cc. 

Cultures from the throat and tonsils showed the usual organisms, but a blood culture taken 
January 21 showed a growth of an alpha hemolytic Streptococcus. Four subsequent blood cul- 
tures were negative. Profile series of urine and serum tests indicative of liver function revealed 
normal values. Mantoux tests, with a strength of 1: 100, gave repeatedly negative reactions. 

Roentgenologic examinations of the chest, hands and feet revealed no pathological changes. 
Results of cardiac examination and electrocardiogram on January 18 were reported as within 
normal limits. Examination of the eyes revealed normal visual acuity and no abnormal structural 
or pathological changes. The report on dental examination was that the teeth were in good repair 
without evidence of infection. 

Histological Studies——The first biopsies made revealed chronic and acute nonspecific inflam- 
matory changes. On January 27 a newly developed nodule was completely excised from the 
lateral aspect of the right arm. This section showed no significant change in the epidermis 
other than a slight follicular hyperkeratosis. In the upper-and middle parts of the cutis there was 
slight perivascular dilatation with some endothelial swelling. There was a moderately increased 
perivascular lymphocytic and histiocytic infiltration. In the subcutis a thrombosed arteriole that 
was partially recanalized was seen. In other areas there was seen extensive panarteritis with 
massive inflammatory cell infiltration that invaded the vessel wall and extended also into the 
surrounding tissue. The infiltration was predominately composed of polymorphonuclear leukocytes 
exhibiting a high percentage of eosinophils. The surrounding panniculus presented a similar 
type of infiltration. 

On February 1 a muscle biopsy specimen was taken from the posterior aspect of the right 
arm. The microscopic examination of this section revealed an inflammatory cell infiltrate with 
numerous eosinophils about many of the vessels. There was some obliteration of the strial mark- 
ings of the muscle fibers. Fibrinoid changes were seen in the walls of the vessels. No Aschoft 
bodies were demonstrated. 

Treatment and Course.—The patient was hospitalized on the first admission from January 9 
to 30. All the laboratory studies were performed, but no attempt at specific therapy was made. 
In view of the rising sedimentation rate, the elevated antistreptolysin titer and the obvious focus 
of infection in the diseased tonsils the patient was referred to the otolaryngological service for 
a tonsillectomy. 

A bilateral tonsillectomy was done on February 2. The patient was diticgek' in two days 
and had a completely uneventful convalescence. Sections of the tonsils revealed neither specific 
inflammation nor unusual vascular changes. Roentgenograms of the sinuses revealed a normal 
condition. 
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The patient was readmitted to the skin clinic immediately after her release from the oto- 
laryngological department. Repetition of all laboratory tests at this time revealed no great 
change. Clinically the patient was essentially unchanged. Aureomycin was given for 14 days, 2 
Gm. each day in divided doses. No clinical improvement was noted, but the sedimentation rate 
dropped to 9 mm. after the course of treatment. Another course of 6,000,000 units of penicillin 
was administered without appreciable change. 


Fig. 2—Right hip and buttock of patient. The nodules can be noted. 


The patient was placed on a fairly large maintenance dose of an antihistamine drug (Desentol 
[8-dimethylaminoethyl benzohydryl ether hydrochloride]) and released to return to her home. 
She was seen one month later, when no clinical or laboratory change was noted. On April 15 the 
antistreptolysin titer was still 800. Although signs of purpura were searched for on each exam- 
ination none were found. Coagulation time was 2 minutes, 25 seconds; clotting time was 3 min- 
utes, and the thrombocyte count was 203,000. 

In June 1950 the patient’s condition seemed unchanged morphologically but she experienced 
considerable physical discomfort from tenderness and itching of the involved areas. On the basis 
of some improvement in the antistreptolysin titer and sedimentation rate under treatment with 
aureomycin that drug was again given to the patient in daily doses of 2 Gm. After two weeks the 
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patient experienced a remarkable subjective improvement. The sedimentation rate dropped from 
50 to 31 mm. and the antistreptolysin titer from 800 to 500. The skin lesions remained essentially 
unchanged. 

At the time of writing the patient had been treated for one month, on the second occasion, 
with aureomycin, and though no real progressive improvement had been noted the patient was 
more comfortable and a minimal development of new lesions seemed to occur while she was 
taking the drug. 


Fig. 3—Biopsy specimen, showing the dense inflammatory cell infiltration with destruction 
of the arteriai wall. Note the vessel seen in the longitudinal section. 


COMMENT 


The development of polyarteritis nodosa shortly after an acute infection, par- 
ticularly one of streptococcic nature, has been reported several times. Vining ° 
has described a 7 year old girl who acquired acute rheumatism eight days after 


9. Vining, C. W.: Case of Periarteritis Nodosa with Subcutaneous Lesions and Recovery, 
Arch. Dis. Childhood 13:31 (March) 1938. 
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acute tonsillitis and who several months later showed characteristic skin mani- 
festations of polyarteritis, confirmed by biopsy. The one positive blood culture 
found in our patient may or may not have been significant, but the onset soon 
after the septic throat infection and a persistently high antistreptolysin titer with 
the characteristic elevation of the antistreptolysin titer after tonsillectomy may 
be regarded as more than coincidental. 

The reports of the occurrence of polyarteritis nodosa after the use of sulfon- 
amides, iodides, thiouracil, etc., and in patients with allergic background and 
history of asthma certainly suggest an important role of allergy in the production of 
the disease.!° Rich ' and Rich and Gregory,'* in 1943, and, more recently, Hopps 
and Wissler ** have shown that generalized acute necrotizing panarteritis can be 
caused to develop in rabbits after intravenous administration of horse serum, with 
or without the addition of sulfonamides. The nodular arteritis produced in rabbits 
by the administration of horse serum meets all the histological criteria for poly- 
arteritis nodosa, but identical pathological changes have been evoked in dogs and 
rats which were used in artificially produced hypertension experiments conducted 
by Smith, Zeek and McGuire * and were observed in a similar investigation on 
rats made hypertensive with desoxycorticosterone acetate by Selye and Pentz.’® 

Thus it appears that the pathogenesis of polyarteritis nodosa, as indicated by 
both the clinical and the experimental evidence now available, may depend on a 
variety of causes. Although purpura has been reported by most observers to be the 
second most commonly occurring skin manifestation it was not observed in this 
patient. However, the patient described small red punctate lesions which may have 
been purpuric areas as having been present early in the course of the disease. In 
contrast to Melezer’s* observations the bleeding time, clotting time and platelet 
count were within normal limits. None of the polymorphous exanthematous, 
urticarial or papulovesicular eruptions sometimes seen were found. The skin 
changes consisted of reticulated areas of purplish discoloration and widely spread 
cutaneous and subcutaneous nodules. 

The course of the disease will be closely followed and subsequently reported 
if a report is warranted by significant observations. 


SUMMARY 


A case of polyarteritis nodosa is reported in which extensive cutaneous involve- 
ment was found without evidence so far of the disease in any other organ. The 
course of the disease was chronic. 


10. Wilson, K. S., and Alexander, H. L.: The Relation of Periarteritis Nodosa to Bronchial 
Asthma and Other Forms of Human Hypersensitiveness, J. Lab. & Clin. Med. 30:195 (March) 
1945, 

11. Rich, A. R.: The Role of Hypersensitivity in Periarteritis Nodosa, as Indicated by 7 
Cases Developing During Serum Sickness and Sulfonamide Therapy, Bull. Johns Hopkins Hosp. 
71:123, 375 (Sept.) 1942. 

12. Rich, A. R., and Gregory, J. E.: The Experimental Demonstration that Periarteritis 
Nodosa is a Manifestation of Hypersensitivity, Bull. Johns Hopkins Hosp. 72:65 (Feb.) 1943. 

13. Hopps, H. C., and Wissler, R.’ W.: The Experimental Production of Generalized 
Arteritis and Periarteritis (Periarteritis Nodosa), J. Lab. & Clin. Med. 31:939 (Sept.) 1946. 

14. Smith, C. C.; Zeek, P. M., and McGuire, J.: Periarteritis Nodosa in Experimental 
Hypertensive Rats and Dogs, Am. J. Path. 20:721 (July) 1944. 

15. Selye, H., and Pentz, E. I.: Pathogenetical Correlations Between Periarteritis Nodosa, 
Renal Hypertension and Rheumatic Lesions, Canad. M. A. J. 49:264 (Oct.) 1943. 
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The primary skin changes consisted of widespread livedo racemosa and cuta- 
neous and subcutaneous nodules. Evidences of purpura, polymorphous eruptions 
or ulcerations were not found. 

The development of the disease followed by two weeks an acute pharyngo- 
tonsillitis. The antistreptolysin blood titer remained abnormally elevated through- 
out the course of illness. 

It is suggested from reviewing the past reports of polyarteritis nodosa that a 
better prognosis may be expected when the involvement is confined to the skin. 

Penicillin and antihistamine drugs were used in adequate doses without affect- 
ing the course of the disease in the case reported. Administration of aureomycin 
repeatedly lowered both the antistreptolysin titer of the blood and the sedimentation 
rate. There was definite subjective improvement during aureomycin treatment, but 
the morphological lesions remained essentially unchanged. 
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REPORT OF A CASE OF LUPUS VULGARIS TREATED 
WITH STREPTOMYCIN 


JOHN C. LARKIN Jr., M.D. 
AND 


SAMUEL PHILLIPS, M.D. 
MEMPHIS, TENN. 


ONSIDERABLE information has been published recently concerning the value 

of calciferol in the treatment of lupus vulgaris. Though streptomycin is known 

to be of considerable value in the treatment of tuberculosis of various organs of 

the body, a conscientious review oi the literature revealed only one report of its use 

alone in the treatment of lupus vulgaris. Several authors have commented on the 

probability of its value in therapy, and one writer reports on its use in conjunction 
with calciferol. 

In treatment with calciferol some writers reported an early exacerbation of the 
lupus lesions, which became swollen and angry looking, with ulcers that broke 
down spontaneously, followed by improvement. Raised, firm plaques responded 
well to calciferol therapy, but isolated areas in fibrous patches did not do so well. 
Disadvantages of the therapy were risk of toxic effects, hypervitaminosis, renal 
calculi and damage, and dissemination of tuberculous disease during the initial 
flare-up of lesions." 

Cornbleet reported five patients with lupus vulgaris who were treated with 
calciferol for the duration of five months to a year, until the therapy ceased to be 
of benefit.2 Streptomycin, 1 Gm. daily in divided doses, was then used in con- 
junction with calciferol until the lesions appeared inactive. This development 
required six to nine weeks. A pathological report on the skin biopsy specimen 
taken after cessation of combined therapy showed evidence of chronic inflammation 
in the tissue although no acid-fast bacteria were seen. One of the patients with 
evidence of chronic inflammation of the skin after therapy continued to have spon- 
taneous improvement for months after leaving the hospital and then all activity of 
the lesions appeared entirely gone, only atrophic scars being left. Two patients 
were treated from the onset of therapy with calciferol and streptomycin, 1 Gm. daily 
for periods of seven to eight weeks, and the lesions cleared rapidly. In short follow- 
up periods there were no signs of recurrence of the disease. 


From the Tuberculosis Section, Medical Service, the Veterans Administration Medical 
Teaching Group, Kennedy Hospital. 

Sponsored by the Veterans Administration and published with the approval of the Chief 
Medical Director. The statements and conclusions published by the authors are the result 
of their own study and do not necessarily reflect the opinion or policy of the Veterans 
Administration. 

1. Macrae, D. E.: Calciferol Treatment of Lupus Vulgaris, Brit. J. Dermat. 59:333 (Oct.) 


1947. 
2. Cornbleet, T.: Combined Calciferol and Streptomycin in Lupus Vulgaris, J. A. M. A. 
138:1150 (Dec. 18) 1948. 
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O’Leary and others treated two patients with lupus vulgaris with streptomycin 
after therapy with promizole® (4, 2’-diaminopheny]-5’-thiazolylsulfone ) had failed to 
result in a cure. One patient received 115 Gm. of streptomycin in 117 days with 
gradual healing of the ulcerative process and considerable involution of the infil- 
trative quality. A biopsy performed at the termination of therapy revealed tubercle 
formation. Another patient with lupus vulgaris received only 18 Gm. of strepto- 
mycin without change in the cutaneous lesions.’ 


Fig. 1.—Photomicrograph of biopsy specimen from the nasal mucosa showing the tubercu- 
lous reaction. 


Below is a case report of a patient with pulmonary tuberculosis who acquired 
lupus vulgaris and whose lesion appeared to heal completely with therapy. 


REPORT OF CASE 
C. P., a 27 year old Negro male laborer, was admitted to Kennedy Veterans Adminis- 
tration Hospital on Dec. 4, 1948, stating that he had acquired coryza with dry cough three 
weeks before admission. The sensation of nasal stuffiness disappeared after several days, 


3. O'Leary, P. A.; Ceder, E. T.; Hinshaw, H. C., and Feldman, W. H.:  Treat- 
ment of Various Types of Cutaneous Tuberculosis with Promizole and Streptomycin: Pre- 
liminary Report, Arch. Dermat. & Syph. 55:222 (Feb.) 1947. 
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but the cough continued and became productive of a small amount of mucoid sputum. One 
week before admission the patient had noticed mild aching in the left side of his chest, with 
frontal headache, generalized malaise and aching which disappeared in four days. There was 
slight weight loss but no hemoptysis or night sweats. The patient denied known contact with 
any person who had tuberculosis. 

Physical examination revealed a well developed, well nourished Negro who did not appear 
acutely or chronically ill and observations on whom were completely within normal limits 
except with regard to the chest. There was normal thoracic expansion bilaterally. The 


Fig. 2.—Photomicrograph of biopsy specimen of the skin showing tuberculous reaction. 


lungs were resonant with normal fremitus and breath sounds except for inspiratory crepitant 
rales in the right apex. No cutaneous eruption was present. 

Laboratory Studies—The red blood cell count, hemoglobin, white blood cell count and 
differential count were within normal limits. The sedimentation rate was 34 mm. per hour. The 
blood serologic tests for syphilis gave negative reactions. The sputum examination revealed 
tubercle bacilli on smear and culture. The roentgenogram of the chest showed a patchy 
infiltrative process in the upper part of the right lung field enclosing a round area of radio- 
lucency suggestive of cavitation. There was also a patchy, nodular, infiltrative area in the 
left lung extending from the level of the second rib anteriorly to the level of the fifth rib 
anteriorly. 

During the first month of hospitalization the patient was treated with bed rest alone 
with no change in his physical condition. He continued to have a low grade fever, with tem- 
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peratures usually between 99 and 100 F. A bronchoscopy on Jan. 5, 1949, revealed an essen- 
tially normal condition. On January 6 a pneumoperitoneum was initiated and was continued 
during the patient’s hospital stay without difficulty. His temperature gradually returned to 
normal by February 3 and remained so during the remainder of his hospital stay. With bed 
rest and pneumoperitoneum he showed gradual improvement, with roentgenologic evidence 
of clearing of the infiltrative process in both lung fields. His sputum became negative for 
the tubercle bacilli even on culture after April 1949. In August 1949 he manifested acute 
tonsillitis, which responded satisfactorily to treatment with penicillin and hot saline gargles. 
With gradually increasing exercise there were no signs of reactivation of the resolving pul- 
monary tuberculosis. In September 1949 the patient was seen in the eye, ear, nose and throat 


Fig. 3—Photomicrograph of biopsy specimen of the skin showing only chronic inflamma- 
tory tissue, with no tuberculous reaction. 


clinic because for several weeks he had had soreness in his nose and difficult breathing 
through his nose at night. There was no history of nasal discharge or epistaxis. Examination 
in the clinic revealed evidence of a subacute rhinitis only. He continued to complain of nasal 
obstruction on the left, and on Oct. 31, 1949, an examination in the eye, ear, nose and throat 
clinic revealed hard, dry crusts in the left vestibule anterior to the turbinate. On removal 
of the crusts an area of granulation tissue was seen at the mucocutaneous junction. A biopsy 
of the area revealed tubercle formation in the connective tissue with pronounced chronic 
inflammatory cell and epithelioid cell infiltration with necrosis. Some Langhans type giant 
cells were seen in the areas of tubercle formation (fig. 1). On November 4 he was started 
on treatment with streptomycin, 1 Gm. daily, which was continued for 90 days. A week later 
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there was noticed a crusted lesion about 5 by 9 cm. with a nodular, firm, red base on the 
left thigh anteriorly which the patient believed had begun about a month previously after he 
scratched this area in his sleep. A biopsy of this lesion showed collections of epithelioid-like 
cells in the subepithelial tissue with lymphocytes and occasional Langhans type giant cells, 
some of the cells being arranged in tubercle formation (fig. 2). By Jan. 1, 1950, there was 
complete clinical healing of the lesions in the nose and skin. There was no streptomycin 
toxicity. On Dec. 19, 1949, the patient manifested herpes zoster, which responded well to 
local measures. The pulmonary tuberculosis had continued to show further healing, and on 
Feb. 3, 1950, the patient was discharged from the hospital with arrested pulmonary tuber- 
culosis and an effective pneumoperitoneum. Shortly before discharge the involved area of 
the skin showed merely two small scars and surrounding increased pigmentation. The nasal 
mucosa appeared normal throughout. The patient was reexamined on April 10, 1950, and the 
only residuals of lupus vulgaris were the small scars on the right thigh with a surrounding 
area of increased pigmentation. The nasal mucosa appeared normal. A biopsy made at this 
time of a specimen from the area on the right thigh involved by lupus vulgaris revealed 
increased fibrous tissue with a few collections of chronic inflammatory cells but no evidence 
of epithelioid cells or giant cells (fig. 3). 


CONCLUSIONS 


This case illustrates that streptomycin alone may cause complete healing of 
lupus vulgaris and that the addition of calciferol is not required. The complete 
absence of tuberculous tissue at the previous site of involvement two months after 
bs therapy was discontinued was adequate confirmation of healing at that time. 
Streptomycin in a daily dose of 1 Gm. usually causes no toxic reaction, and with 
this treatment one does not have to fear the complications which may occur with 
calciferol therapy. In addition, streptomycin would be also of value in the treatment 
of tuberculosis of any other organ which might be involved. 
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EXTRAMEDULLARY PLASMOCYTOMA 
Report of a Case 


HENRY M. LEWIS, M.D. 


EGBERT J. HENSCHEL, M.D. 
AND 

GERALD M. FRUMESS, M.D. 
DENVER 


oo plasma cell tumors of the bone marrow are seen frequently and 
recognized as a histological counterpart of multiple myeloma, extramedullary 
plasma cell tumors are presumed to be quite rare. As a rule the location of these 
tumors brings them within the realm of the otolaryngologist, and most discussions 
concerning these interesting lesions are found in the literature concerning his branch 
of medicine. Occasionally an extramedullary plasmocytoma is called to the attention 
of the dermatologist. Because no reference to it in the dermatological literature 
could be disclosed, delineation of the salient features of this tumor appears justified. 


REPORT OF CASE 


The patient, a white male bartender 59 years of age, was referred to this office by Dr. 
Leo Conway for diagnosis and treatment of an asymptomatic left nostril tumor of three 
months’ duration. Examination revealed a firm, cylindrical, flesh-colored lesion attached to 
the mucosal surface of the left ala nasi 2 mm. from the naris. The surface of the lesion 
was slightly verrucous and the walls smooth. The tumor measured about 5 mm. in length 
and projected outward through the left naris. It was excised in toto, the base lightly electro- 
desiccated and the specimen forwarded to Dr. Stanley Kurland for histological study. 


Microscopic examination revealed a layer of stratified squamous epithelium in the form 
of papillary projections; the epithelium was covered by keratin in which there were para- 
keratotic zones. Beneath the epithelium was connective tissue in which there were nodular 
aggregates of cells. The cells at times were in relation to blood vessels and at times lay 
in tissue spaces and appeared to have no relation to fixed tissue structures. These individual 
cells were for the most part of the plasma cell variety. Occasionally an eosinophil and 
polymorphonuclear cell were seen; the epithelium at times had rete pegs that attempted to 
encompass these nodular accumulations (figure). The diagnosis was extraskeletal plasmo- 
cytoma of the left nostril area. 

Treatment with roentgen radiation, 4,800 r, no additional filtration, 120 kv. and 15 cm. 
target-skin distance, was administered in increments of 600 on alternate days to an area sur- 
rounding the base of the original lesion. There had been no recurrence since excision of the 
tumor on June 7, 1950. 


REVIEW OF THE LITERATURE 


Schridde* reported the first case of extramedullary plasmocytoma in 1905. 
From then until 1943 articles on this subject were for the most part single case 


1. Schridde, H. R.: Weitere Untersuchungen iiber die K6rnelungen der Plasmazellen, 
Centralbl. f. allg. Path. u. path. Anat. 16:433, 1905. 
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reports. Then Hellwig ? reviewed the entire literature on this subject and contributed 
one case of his own for a total of 128 cases. Since his report at least 25 other cases 
have been noted in the literature.’ 

Two cases of extramedullary plasmocytoma involving the skin are reported. 
Hedinger’s patient,‘ a 48 year old woman, had a tumor of the scalp which had been 
present since childhood and began to enlarge and ulcerate 10 years before removal. 
Because one half of the tumor consisted of adenocarcinoma of the sweat glands and 
the other half was composed of plasma cells, there appears to be some doubt that 
the tumor represented a true extramedullary plasmocytoma. The case reported by 


Extramedullary plasmocytoma. High power view (x 500) showing aggregates of char- 
acteristic plasma cells. 


2. Hellwig, C. A.: Extramedullary Plasma Cell Tumors as Observed in Various Loca- 
tions, Arch. Path. 36:95 (July) 1943. 

3. (a) Gorfain, A. D.: Extramedullary Plasmocytoma of the Bladder with Local Metas- 
tases, California Med. 71:147 (Aug.) 1949. (b) Stout, A. P., and Kenney, F. R.: Primary 
Plasma Cell Tumors of the Upper Air Passages and Oral Cavity, Cancer 2:261 (March) 
1949. (c) Greenfield, M.: Malignant Plasmocytoma of the Nasopharynx, Radiology 50:661 
(May) 1948. (d) Waltner, J. G.: Plasma Cell Tumors of the Nasopharynx, Ann. Otol., 
Rhin. & Laryng. 50:911 (Dec.) 1947. (e) Costen, J. B.: Plasmocytoma: Report of a Case, 
Laryngoscope 57:611 (Oct.) 1947. (f) Connor, C. E.: Solitary Extramedullary Plasmocy- 
toma: Report of a Case, Ann. Otol., Rhin. & Laryng. 55:342 (June) 1946. (g) Arel, F.: 
Contributions to the Study of Extramedullary Plasmocytoma, J. Internat. Coll. Surgeons 
9:225 (March-April) 1946. (h) Figi, F. A.; Broders, A. C., and Havens, F. Z.: Plasma 
Cell Tumors of the Upper Part of the Respiratory Tract, Ann. Otol., Rhin. & Laryng. 54:283 
(June) 1945. (i) Dajani, H. W.: Plasmocytoma of Nose and Naso-Pharynx, J. Palestine 
Arab M. A. 1:15 (Nov.) 1945. (j) Stancil, J. R., and Tomlinson, W. J.: Extramedullary 
Plasma Cell Tumor of the Mouth, Arch. Otolaryng. 40:139 (Aug.) 1944. 

4. Hedinger, E.: Zur Frage des Plasmocytoms (Granulationsplasmocytom in Kombina- 
tion mit einem krebsig umgewandelten Schweissdriissenadenom des behaarten Kopfes), 
Frank. Ztschr. f. Path. 7:343, 1911. 
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Aragona * was apparently of a true extramedullary plasmocytoma in the skin of 
the neck of a 6 year old girl. There was no recurrence or apparent internal mani- 
festations five years after removal of this tumor. 


CLINICAL DATA 


Incidence-—Extramedullary plasmocytoma is probably a rare tumor. In a series 
of 2,885 malignant tumors of the nose, nasopharynx, sinuses, pharynx and larynx 
seen over a period of 14 years at the Mayo Clinic, only 11 cases were found.*" The 
rarity of this lesion is agreed on by most writers on the subject. Ewing,’ however, 
stated that extramedullary plasmocytomas comprise a rather large group of 
tumors of the mucous membranes and occur with “comparative frequency.” It is 
undoubtedly true that the benign appearance of many mucous membrane tumors 
may cause the operator to forego microscopic examination. Routine histological 
study of all such lesions might confirm Ewing’s contention that the rarity of these 
growths has been overstressed. 

Location.—Although the upper respiratory tract is the site of predilection, the 
tumor may occur in any organ. Among 153 cases reported in the available literature 
to date, this tumor has originated in the upper respiratory tract in 81, in the con- 
junctivas in 50 and in lymph nodes in 4; cases are on record of its occurrence 
in the pleura, mediastinum, spermatic cord, thyroid gland, ovary, intestines, kidney, 
bladder and skin. 

Age.—Extramedullary plasmocytomas may occur at any age but most frequently 
arise between the ages of 30 and 60. In Hellwig’s series * the youngest patient was 
6 and the oldest 82 years of age. 

Sex.—The invasive type occurs about 13 times more frequently in the male than 
in the female. The proportion of male to female in the noninvasive cases in the upper 
respiratory tract is 5: 1, and in those in the conjunctiva, 1: 1. 

Gross Appearance —The diagnosis of extramedullary plasma cell tumors can 
be made only by histological examination, for there is tremendous variation in the 
clinical appearance. In the upper air passages these tumors may be polypoid, 
pedunculated or sessile; they may appear as simple elevations or diffuse swellings 
of the mucous membrane. The color has been variously described as bluish red, 
yellowish gray and, sometimes, dark brown. Observation of the consistency is of 
value in prognosis. Noninvasive extramedullary plasmocytomas or those with only 
lymph node metastases are, as a rule, firm. Locally invasive tumors and those 
associated with bone metastases are usually soft and may be partly necrotic or 
ulcerated. 

Microscopic Appearance—Although the tumor is usually composed almost 
entirely of typical plasma cells, the cell structure may be atypical and some of the 
cells may resemble lymphoblasts. In the locally invasive form there tends to be a 
greater variation in size and shape of the cell outlines and nuclei and more mitotic 
figures may be seen. Rarely, degenerated plasma cells with red-stained globules, 


5. Aragona, P.: Su di un caso di “plasmocytoma,” Arch. ital. di anat. e istol. pat. 7:544 
(Dec.) 1936. 

6. Ewing, J.: Neoplastic Diseases: A Treatise on Tumors, ed. 4, Philadelphia, W. B. 
Saunders Company, 1940, p. 429. 
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the so-called Russell bodies, can be demonstrated. In all extramedullary plasmo- 
cytomas wandering connective tissue cells, polymorphonuclear leukocytes and 
lymphocytes, if present at all, do not form an essential part of the tumor structure. 

Prognosis.—Accurate prognostication is exceptionally difficult. Microscopic 
appearance is of no value in predicting the clinical course of any given lesion for 
there appears to be little correlation between cellular structure and potential destruc- 
tive capacity. Some of the most locally invasive and/or rapidly metastasizing extra- 
medullary plasmocytomas on record have been composed almost exclusively of 
typical plasma cells with uniform cell structure. 

Of some assistance in prognostication are the location and gross appearance 
of these tumors. Conjunctival extramedullary plasmocytomas tend to run a benign 
course ; tumors of identical cellular structure in the upper air passages may produce 
widespread metastases. Firm, solid lesions tend to be benign; soft, friable, necrotic 
or ulcerative lesions have a greater potential capacity for local invasiveness and 
development of metastases. 

Contributing to prognostic uncertainty is the repeated observation that a pri- 
marily benign extramedullary plasmocytoma may not reveal its essentially malignant 
propensity until years after its discovery and removal. An example is the case of 
Waltner’s patient,** a 61 year old woman whose extramedullary plasmocytoma of 
the right choana received high voltage roentgen therapy. Two and a half years later 
she sustained a pathological fracture of the left leg and amputation was performed. 
Examination at that time revealed no evidence of the preexisting nasal growth, but 
the tumor in the leg was histologically the same as that destroyed in the nose. Three 
years after the fracture the patient died of widespread metastatic involvement. Many 
similar cases could be cited from the literature. 

After therapy the initial tumor may disappear completely, and yet bone metastases 
with rapidly fatal outcome may result years later. Hellwig * states, 


If plasma cell tumors are observed for many years, it becomes apparent that as a rule 
they begin as localized lesions in mucous membranes. This clinically noncancerous phase 
may persist for a long time, sometimes for ten years or more, but ultimately, without change 
in histologic character, the process tends to become generalized. 


SUM MARY 


A case of extramedullary plasmocytoma is reported and the literature briefly 
reviewed. This tumor occurs most frequently in the upper air passages and is 
composed essentially of typical plasma cells. Gross appearance may vary consider- 
ably, and diagnosis is based on histological examination. The tumor may be 
noninvasive, locally invasive, associated only with lymph node metastasis or asso- 
ciated with its medullary prototype, multiple myeloma. Prognosis in all cases is 
guarded despite apparent cure of the initial lesion. 


2200 East Eighteenth Avenue (6). 


— 
: 
= 
a 
| 
j 
q 
: 
| 
4 


MAFFUCCI‘S SYNDROME (DYSCHONDROPLASIA WITH HEMANGIOMAS): 
A CASE WITH EARLY OSSEOUS CHANGES 


J. FRED MULLINS, M.D. 
AND 


CLARENCE S. LIVINGOOD, M.D. 
GALVESTON, TEXAS 


AFFUCCI, in 1881,' was the first to describe an entity characterized by 
dyschondroplasia and multiple hemagiomas. Since that time a total of 
27 cases have been reported in the literature.? Other characteristic observations 
of this syndrome include the following: the disease is nonfamilial; the patient is 


usually normal at birth; involvement is unilateral or extremely asymmetric ; there 
is uneven growth of the two sides; the disease is commoner in males; its onset 
is before puberty ; there is a susceptibility of the patient to fractures, and phleboliths 
in hemangiomas are not uncommon. The dyschondroplasia is primarily in the 
form of defects in ossification, with one or more of the long bones having short 
shafts. The deformity varies according to the severity of involvement. On a 
review of the previous literature the incidence of chondrosarcoma was found to 
be approximately 20 per cent, particularly in those patients in whom enchondroma 
had been present; for this reason the prognosis for life is less favorable in the case 
of Maffucci’s syndrome than in dyschondroplasia occurring as a separate entity. 
The underlying pathological process in this syndrome is thought to be that of 
mesodermal dysplasia. 


The reasons for reporting the present case are as follows: first, the lesions are 
known to have been present since birth although the diagnosis was not made until 
the child was 6 years of age (in the majority of cases manifestations of the syndrome 
do not appear until the patient reaches adolescence), and, second, there have been 


From the Department of Dermatology and Syphilology, Dr. Clarence S. Livingood, direc- 
tor, University of Texas School of Medicine. 

1. Maffucci, cited by Carleton, A.; Elkington, J. St. C.; Greenfield, J. G., and Robb-Smith, 
A. H. T.: Maffucci’s Syndrome (Dyschondroplasia with Haemangeiomata), Quart. J. Med. 
11:203, 1942. 

2. Krause, G. R.: Dyschondroplasia with Hemangiomata (Maffucci’s Syndrome): Case 
Report, Am. J. Roentgenol. 52:620, 1944. Umansky, A. L.: Dyschondroplasia with Hemangi- 
omata (Maffucci’s Syndrome): Report of an Early Case with Mild Osseous Manifestations, 
Bull. Hosp. Joint Dis. 7:59, 1946. Kuzma, J. F., and King, J. M.: Dyschondroplasia with 
Hemangiomatosis (Maffucci’s Syndrome) and Teratoid Tumor of the Ovary, Arch. Path. 46: 
74 (July) 1948. 
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no previous reports of this syndrome in the dermatological literature, and it is 
mentioned in only one of the dermatology textbooks.’ It is probable that Maffucci’s 
syndrome is not familiar to many dermatologists. 


REPORT OF CASE 


J. R,, a Negro boy aged 6 years, was referred for consultation by the pediatrics department 
because of multiple tumefactions which had been present since birth, with gradual increase 


Fig. 1.—The dome-shaped tumors show a tendency to lobulation, and central fibrosis is 
illustrated. 


in size. These lesions were noted on the right occipital region, right lumbosacral region, medial 
aspect of the right upper arm and the anterolateral part of the left thigh. One other lesion 
which was not detected at birth had subsequently developed on the posterior aspect of the left 
thigh. There was a history of bleeding following trauma. The child had been sent to the 
hospital because of the recent onset of mild intermittent pain in the tumors. 


4 3. Andrews, G. C.: Diseases of the Skin for Practitioners and Students, ed. 3, Philadelphia, 
W. B. Saunders Company, 1946, p. 653. 
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The family history was noncontributory except that one sister had died suddenly, soon after 
birth, presumably because of massive epistaxis. No developmental defects had been noted in 
the parents and 10 living siblings. The past medical history was essentially normal. 


Physical examination revealed a rather thin, undernourished Negro boy who walked with a 
right-sided limp and a somewhat unstable gait. The dome-shaped tumors (figs. 1 and 2) varied 
from 3 to 6 cm. in diameter, were fluctuant and were fibrotic at the apex. These tumefactions 
did not pulsate; there was no bruit; light was not transmitted through the lesions. There was 


Fig. 2.—The right arm is smaller in diameter and 1.5 cm. shorter than the left, thus demon- 
strating the asymmetry of growth that is typical of this syndrome. The growth lag in the right 
leg, which is 1 cm. shorter than the left, will probably produce pes planus, scoliosis or genu 
valgum if the dyschondroplasia cannot be corrected. 


a slight tilt of the pelvis; the right arm was 1.5 cm. shorter than the left, and the right leg, 
1 cm. shorter than the left. Needle aspiration of the lesions before biopsy revealed gross 
blood. Otherwise the physical examination revealed no abnormality. 

Serologic tests for syphilis gave negative reactions; results of urinalysis were within normal 
limits; blood calcium was 10.0 mg. per 100 cc., and blood phosphorus, 5.13 mg. per 100 cc. 
A complete blood count revealed nothing abnormal except moderate secondary anemia. The 
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biopsy specimen was found to be in keeping with the picture of a cavernous hemangioma located 
in the lower part of the corium and subcutaneous tissue which showed large irregular spaces 
filled with blood and lined by a very thin endothelial layer. The photographs taken with 
infrared light revealed abnormally dilated superficial venous channels in the proximity of the 
hemangiomas (fig. 3). A roentgenogram of the skull showed conditions within normal limits 
except for prominent vascular markings in the right parietal region which were not thought to 
be of clinical significance although one superficial tumefaction was in this region. A roentgeno- 
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Fig. 3—This photograph, taken with infrared light, demonstrates the abnormally dilated 
superficial venous channels in the vicinity of the hemangioma. In this case there is an over- 
growth of the leg bearing the tumors, but usually the overgrowth is on the contralateral side, 
and the increase in blood volume of the leg is not thought to be the causative factor. 


gram of the chest revealed nothing abnormal. A roentgenogram of the upper extremities showed 
calcification just medial to the upper third of the humerus, in an area which corresponded to 
Q the location of the superficial tumefaction, definite reduction in the size of the right humerus 
a and the bones of the right forearm, as well as the medullary cavities, as compared with cor- 
a responding areas on the left and fewer epiphyses in the right wrist. A roentgenogram of the 
N lower extremities revealed a slight reduction in the size of the left hemipelvis and of the soft 
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tissues of the buttocks and that the left femur was longer than the right and with decided 
bowing; the outlines of the soft tissue tumors were outlined readily. The hemangiomas were 
removed surgically (fig. 4). 


: Fig. 4.—Surgical removal is the treatment of choice for these large hemangiomas. The 
a in scar tissue at the site of removal of the lumbosacral tumor is attributed to secondary 
infection. 


COMMENT 


The treatment of this syndrome must be individualized. In many instances 
surgical excision of hemangiomas is feasible and advisable if for no other reason 
than to prevent bleeding following trauma, as in our patient. Orthopedic evalua- 
tion and appropriate corrective measures for the dyschondroplasia are essential 
for many of these patients. 


SUMMARY 
A 6 year old Negro boy with Maffucci’s syndrome (dyschondroplasia with 
multiple hemangiomas) has been described in this report. This is the youngest 
patient with this syndrome (and the twenty-eighth case) recorded in the literature. 
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PIGMENTED PURPURIC LICHENOID DERMATITIS: ITS POSSIBLE 
PATHOGENESIS AND REPORT OF A CASE 


FRANK C. COMBES, M.D. 
AND 
JOHN GROOPMAN, M.D. 
NEW YORK 


IGMENTED purpuric lichenoid dermatitis has been comprehensively described 

by Gougerot and Blum,’ Wise and Wolf,? Michelson and Laymon* and, 
recently, Thomas and Rooke.* It nevertheless remains a subject of considerable 
interest because of its resemblance to Schamnberg’s “peculiar progressive pigmen- 
tary disease of the skin.” Clinically, the lesions of pigmented purpuric lichenoid 
dermatitis are distinguished by their papular nature; these papules are purpuric 
or telangiectatic, round and smooth with a color range from light pink to reddish 
orange or russet. ‘They are shiny, lichenoid, discrete and scattered over a pig- 
mented background which is usually a residuum of previous purpuric attacks and 
are often arranged at the periphery of confluent patches. The location in cases 
reported to date has generally been confined to the lower extremities. 


REPORT OF CASE 


C. A. F., a man aged 39 born in the United States, was first seen by us in November 1948. 
There was no relative antecedent history of bleeding or any familial history pertinent to his 
present status. His chief complaint was simply “three small brown patches” which had 
appeared on the outer surface of his legs during the preceding three or four months. They had 
started as a group of “red pimples” on an area about the size of a dime and had grown to the 
size of a quarter dollar. There were no subjective symptoms. 

Examination showed a purpuric patch about 5 cm. in diameter on the outer middle third of 
the left leg some 14 cm. above the external malleolar area. Another patch about 1 cm. in 
diameter was on the upper portion of this malleolar area. On the posterior surface of the right 
leg was another similar lesion about 0.5 cm. in diameter which had started just one week 
previously. 

The patches ranged in color from ochre yellow through russet. Scattered at the periphery 
and over them were slightly elevated shiny papules ranging from 1 to 6 mm. in diameter. The 


1, Gougerot, H., and Blum, P.: Burpura angioscléreux prurigineux avec éléments 
lichénoides, Bull. Soc. frang. de dermat. et syph. 32:161, 1925; Dermatite lichénoide purpurique 
et pigmentée: Comparison avec la maladie de Schamberg, ibid. 1:555, 1929; Nouveau cas de 
dermatite lichénoide purpurique et pigmentaire, Bull. Soc. frang. de dermat. et syph. 41:889, 
1934. 

2. Wise, F., and Wolf. J.: Pigmented Purpuric Lichenoid Dermatitis: A Condition 
Resembling Schamberg’s Disease, Arch. Dermat. & Syph. 31:445 (April) 1935. 

3. Michelson, H. E., and Laymon, C. W.: Purpuric Pigmented Lichenoid Dermatitis, 
Arch. Dermat. & Syph. 32:707 (Nov.) 1935. 

4. Thomas, E. W. P.,. and Rooke, A.: Pigmented Purpuric Lichenoid Dermatitis of 
Gougerot and Blum, Brit. J. Dermat. 61:21, 1949. 
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central ones were reddish brown while those at the periphery were scarlet. They tended to 
coalesce, forming shiny, lichenified plaques of indefinite outline. The purplish brown tint 
remained on direct diascopy. Some of the more elevated papules appeared in the center of a 
macular island while others were truly lichenoid and capped by fine scales. General examination 
revealed an essentially normal condition. The mucous membranes of the nose, mouth and throat 
were normal. There were no retinal petechiae. The only other possibly related cutaneous 
observations were many scattered telangiectatic areas of indefinite pattern, consisting of fine 


Fig. 1.—Lesions on left leg and reaction to moccasin venom test. 


bright red capillary tufts. An occasional ecchymotic area was seen, and the patient volunteered 
that he bruised easily at the “slightest blow.” 

“A moccasin venom test was done on the outer side of the left leg (fig. 1), some 10 cm. 
above the largest plaque, and another on the right forearm. These were done intracutaneously 
by the injection of 0.1 cc. of a 1: 3,000 dilution of venom from the moccasin snake (Angkistrodon 
piscivorus). These caused areas of hemorrhage at the injection sites within a few hours. 
Several days later the test areas were ochre and russet in color, closely resembling the original 
pigmented plaques on the legs. However, no papules developed. Hematological examination 
showed leukocytes, 5,050 per cubic millimeter; mature leukocytes, 1,070 per cubic millimeter, 
with a nonfilamented-filamented ratio of 117 per cent (normal, 15-20 per cent); erythrocytes, 
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5,190,000 per cubic millimeter; hemoglobin, 97 per cent (14.0 Gm.); color index, 0.93, and 
blood platelets, 67,000 per cubic millimeter. 

Three months after the first visit venom tests were repeated on the right forearm and left 
leg. Both gave positive reactions within an hour. A modification of the Dalldorf suction 
apparatus was improvised. Negative pressure of approximately 50 mm. mercury was applied 
to the left forearm. Within 12 minutes over 150 petechiae were visible in the area (fig. 2). 
This result was considered a decidedly positive reaction. The Rumpel-Leede test gave a 
negative reaction distal to the cuff, but below the tourniquet proper, along the creases of the 
skin, very fine petechiae occurred. This reaction was identical with that obtained on the patient’s 
first visit. The blood platelet count on this occasion was still low (140,000 per cubic millimeter ). 

In the 13 months that the patient was under observation there were extension of the old 
plaques and appearance of many new purpuric lesions scattered over both legs. The original 


Fig. 2.—Telangiectasia following modified Dalldorf suction test. 


plaques became darker and softer, new shiny papules appearing at the extending periphery. 
Because of favorable reports on the use of flavonal glucosides in hemorrhagic diatheses the 
patient was placed on treatment with 60 mg. of rutin daily without appreciable change. 
Histopathological Pictwre-—The site chosen for biopsy was the newest plaque, of only six 
days’ duration. “The epidermis was wavy and slightly thinned, and the rete pegs were flattened. 
Above the inflammatory foci in the subjacent corium the basal layer was slightly blurred by 
edema and invasion by an occasional lymphocyte. A very thin granular layer and thin keratin 
scale were present throughout, but above the centers of two of the inflammatory foci there was 
also a tiny parakeratotic scale present. There was very little melanin in the epidermis. In the 
subepidermal part of the corium there were three distinct superficial inflammatory foci, consist- 
ing of moderate edema and a relatively loose infiltrate of lymphocytes, histiocytes and a rare 
polynuclear neutrophil. In and around the infiltrate there were many dilated capillaries, most 
of them having prominent endothelial linings and swollen collagen rings. A few dilated lymphatic 
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vessels were also present. Sections of dilated blood vessels with perivascular infiltrate extended 
downward for a short distance from the superficial foci. There was no sign of extravasated red 
blood cells or hemosiderin, either loose or in chromatophores, on special stain. These observa- 
tions were not inconsistent with the diagnosis of pigmented purpuric lichenoid dermatitis in its 
early stages.” 
COMMENT 

The etiology of pigmented purpuric lichenoid dermatitis is obscure and often 
impossible to ascertain. Many dermatologists have expressed the opinion that the 
major factor is capillary fragility. The positive reaction in our patient to the 
intradermal test with moccasin snake venom suggests thrombopenia and the possi- 
bility that capillary fragility permitted localized diapedesis of red cells. In our 
patient the capillary fragility was general. The hemorrhagic test reactions on the 
upper and lower extremities resembled the purpuric and lichenoid lesions on the 
legs and persisted for weeks. The moccasin venom test is of significance in 
thrombopenia. It was more than coincidental, then, that our patient had low 
platelet counts of 67,000 and 140,000. The question of whether thrombopenic 
purpura is a contributory factor in this dermatosis remains uncertain. Previous 
cases have been described at great length, but none of the reports included hemato- 
logical studies. Peck’s*® study of clinical and experimental purpuras in which he - 
used moccasin venom did not include a case of the Gougerot type. 

Our case had another unusual feature. The Rumpel-Leede test was repeated 
several times with negative results. However, on each occasion hemorrhage under . 
the cuff occurred at the site of compression on the bicipital region of the arm. These 
hemorrhagic sites were linear and conformed to the area of pinched or compressed 
skin caused by inflation of the tourniquet. The lesions were minute, purpuric 
hemorrhages with ensuing pigmentary changes similar to those discoloring the legs. 
There were no papules. 

The positive observations warrant discussion of the importance of capillary 
defects in the etiology of clinical purpuras. The thrombopenia was severe, but the 
number of platelets was still above the critical number of 60,000 which is indicative 
of true purpura of the spontaneous hemorrhagic type. Wintrobe® states that 
spontaneous hemorrhages in cases of purpura hemorrhagica are not always related 
to the degree of thrombopenia. However, hemorrhages will develop in such cases 
when the capillaries are deliberately damaged. In our patient the deliberate damage 
occurred beneath the fully inflated tourniquet cuff with petechial hemorrhage along 
the creases of pressure. 

Also, if we consider this case one of true thrombopenic purpura, then we can 
assume that a low platelet count may be one of the features of pigmented purpuric 
and lichenoid dermatitis. According to Peck? rupture of the capillary wall is a 
result of its fragility, caused by toxins. These toxins may be in the form of hem- 
orrhagins of moccasin venom acting directly and causing dissolution of the 
endothelium. On the other hand, trauma may be due to direct intracapillary or 


5. Peck, S. M.; Rosenthal, N., and Erf, L.: Purpura: Classification and Treatment, with 
Special Reference to Treatment with Snake Venom, Arch. Dermat. &.Syph. 35:831 (May) 
1937. 

6. Wintrobe, M. M.: Clinical Hematology, ed. 2, Philadelphia, Lea & Febiger, 1946, 
p. 627. 
7. Peck, S. M.; Rosenthal, N., and Erf, L. A.: Value of the Prognostic Venom Reaction 
in Thrombocytopenic Purpura, J. A. M. A. 106:1783, 1946. 
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extracapillary pressure, as can be clinically elicited by the Rumpel-Leede or the 
Dalldorf suction tests.*| The latter type of traumatic effect at maximum negative 
pressure results in direct diapedesis of blood elements into the surrounding tissues. 
Such purpura by diapedesis produces petechiae which on microscopic examination 
show dilated capillaries moderately engorged with blood. According to Macfar- 
lane ® and Mackay *° platelets are important in the above-mentioned mechanisms ; 
they function as plugs to stop the microscopic hemorrhages which occur through 
lack of capillary-intima cement substance or actual physical rupture of the vessel 
wall. 

The purpuras in general may assume various hues of the blue or purple range. 
The bluish lesions produced by injections of moccasin venom are worthy of his- 
tological study. According to Peck’ the resulting true hemorrhage is found in 
the middle and lower portions of the cutis. Histologically there is some edema 
of these layers with moderate hemorrhage in the vicinity of the affected vessels 
whose walls were damaged. Some show rhexis, and others only vasodilatation, 
while some have a bulging of the endothelium into the lumens. There is, then, 
a definite difference between hemorrhage due to mechanical trauma such as suction 
(negative pressure) or constrictive trauma (positive pressure) and that due to 
the inflammatory effect of toxins (hemorrhagins) on the capillaries. Microscopic 
evidence shows that elastic tissue plays a definite role as the shock absorber of the 
capillary wali. Whether damage to it is the sole factor in hemorrhage is ques- 
tionable. 

Petechiae which are in the bright red or scarlet color range on histological sec- 
tion present only dilated small vessels of the papillary and reticular layers of the 
cutis. The telangiectasias show a similar microscopic picture, with a relatively 
small amount of free hemorrhage. Can we assume, then, that very early in forma- 
tion of the pigmented purpuric papules of Gougerot and Blum’s dermatosis the 
lesion is originally petechial inside the capillary vessel and exists clinically as a 
shiny, bright red papule? Can we also assume that later the petechiae become 
purpuric when the continuity of the vessel wall is dissolved to permit diapedesis 
of the erythrocytes with microscopic hemorrhage? It is only the breakdown of the 
hemoglobin into hemosiderin that releases the subsequent color ranges of red- 
brown, ochre yellow, etc., seen clinically. 

It is well established that a hemorrhagic diathesis encountered in man is associ- 
ated with a low platelet count." According to Bedson * this tendency is greater 
in those cases in which the platelets have almost disappeared from the 
circulating blood. The destruction of the platelet or its removal and the attendant 


8. Dalldorf, G.: A Sensitive Test for Subclinical Scurvy in Man, Am. J. Dis. Child. 
46:794 (Oct.) 1933. Elliott, R. H. E.: The Suction Test for Capillary Resistance in 
Thrombocytopenic Purpura, J. A. M. A. 110:1177 (April 9) 1938. 

9. Macfarlane, R. G.: Critical Review: The Mechanism of Haemostasis, Quart. J. Med. 
10:1, 1941. 

10. Mackay, W.: The Blood Platelet: Its Clinical Significance, Quart. J. Med. 24:285, 1931. 

11. Elliott, R. H. E., Jr., and Whipple, M. A.: Observations on the Interrelationship of 
Capillary, Platelet and Splenic Factors in Thrombocytopenic Purpura, J. Lab. & Clin. Med. 
26: 489, 1940. 

12. Bedson, S. P.: Blood Platelet Antiserum, Its Specificity and Role in the Experimental 
Production of Purpura, J. Path. & Bact. 25:94, 1922. 
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clinical purpura may be due to an antiplatelet factor; although Findlay,‘* who 
experimentally produced thrombopenia by intravenous injections of gelatin, indi- 
cated that purpura is not produced in this manner but that damage to the capillary 
endothelium is required for its occurrence. His histological studies showed edema- 
tous swelling of the capillary endothelium. It would seem that in purpura produced 
in laboratory animals the capillary endothelium is initially damaged and, if the 
platelet count is greatly reduced in the circulating blood, a leakage of erythrocytes 
through the capillary wall occurs. 


TREATMENT 


For 10 months our patient took 750 mg. of ascorbic acid daily with no change. 
For seven months he also received 60 mg. of rutin daily with no change in the 
lesions. He then received weekly injections of moccasin venom (1 : 3,000), with 
an initial dose of 0.2 cc., which was increased weekly by 0.1 cc. until 0.5 cc. was 
reached. This treatment was continued for four months with no improvement. 


SUMMARY 


A case of pigmented purpuric lichenoid dermatitis is presented. 

Pathogenesis of the disease is discussed, with particular emphasis on thrombo- 
penia and capillary damage. 

Administration of ascorbic acid, the flavonal glucosides and injections of 
moccasin venom were of no benefit in the reported case. 


104 East Fortieth Street (16). 


13. Findlay, G. M.: Blood and Blood-Vessels in Guinea Pig Scurvy, J. Path. & Bact. 
24: 446, 1921. 
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EXTENSIVE VERRUCOUS DERMATITIS ASSOCIATED WITH DERMATOPHYTOSIS 
AND ONYCHOMYCOSIS DUE TO TRICHOPHYTON GYPSEUM 


ANDREW GEORGE FRANKS, M.D. 
and 
SAMUEL B. FRANK, M.D. 
With the Technical Assistance of Frances Karpluk, B.A. 
NEW YORK 


We have observed a case of unusual and extensive verrucous dermatitis of the feet associated 
with dermatophytosis and onychomycosis due to Trichophyton gypseum. The superficial mycoses 
show a wide diversity of regional types and characteristics, and in the majority of cases the 
eruption is confined to some part ef the skin. This phenomenon is called dermatotropism and has 
been studied exhaustively by numerous investigators.! Because of the uncommon occurrence 
and the most unusual picture of such extensive hyperkeratotic and verrucous dermatosis due to 
a dermatophyte, this case was believed worthy of being reported. 


REPORT OF A CASE 


A boy 14 years old was admitted to the Skin and Cancer Unit for a verrucous dermatosis of 
both feet. The patient gave a history of having had the eruption for one year. He had been treated 
at the Grassland Hospital, where he had received nine roentgen ray treatments without any 
change in the eruption. The patient yresented extensive involvement of both feet, particularly 
of the dorsal and plantar surfaces of the toes. The lesions were verrucous and strongly 
hyperkeratotic, and in some areas, particularly on the dorsa of the tues, there was present horn 
formation resembling cornu cutaneum (fig. 1). Fissuring was also present. The intertriginous 
areas showed scaling and some maceration. Several toe nails presented pronounced dystrophic 
changes. 

Scrapings from several portions of the feet, webs and toe nails revealed mycelial elements. 
Specimens from the warty lesions were inoculated in Sabouraud’s medium. Within 10 days 
white colonies were produced. The organism was studied and identified as T. gypseum by Dr. E. 
Muskatblit. Several cultures revealed similar colonies. Repeated cultures from the webs and 
toe nails failed to reveal pathogenic organisms. The cultures were overrun by nonpathogens, 
although direct smears from these areas showed mycelial elements. The gross characteristics 
were the white fluffy growths containing a central elevation with the rest of the colony flat. In 
the earlier stages the periphery was slightly elevated. Not too distinct concentric rings were 
visible. The back of the culture was cream colored. The culture mount showed many septate 
branching filaments. Conidia were present in abundance and appeared in thyrsi and en grappe. 
No fuseaux or spirals were found. 

The histological examination (fig. 3) was made and reported by Dr. Else Barthel. The report 
read-as follows: “The section showed an acanthotic epidermis covered by a thick, partly 
parakeratotic scale. The scale was at least twice as thick as the rete. Most of the rete pegs were 


From the Department of Dermatology and Syphilology of the New York University Post- 
Graduate Medical School, Dr. Marion B. Sulzberger, chairman, and the Skin and Cancer Unit 
of University Hospital. 

1. Sulzberger, M. B.: Dermatologic Allergy: An Introduction in the Form of a Series of 
Lectures, Springfield, Ill., Charles C Thomas, Publisher, 1940, p. 8. 
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Fig. 1—Verrucous and hyperkeratotic lesions of the dorsal aspects of the feet. Note the horn 
formation resembling cornu cutaneum, particularly observable on the dorsa of the toes. 


Fig. 2.—Verrucous and hyperkeratotic lesions of plantar aspects of the feet. 
490 
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long and thin except at the follicle openings, where there was a widening of the rete associated 
with a depression. The corium was filled with a dense round cell exudate that extended up into 
the papillary bodies and was limited largely to the upper part of the corium. The reaction about 


Fig. 3—Photomicrograph of a section from a biopsy specimen from the foot, showing a 
mycelium in the stratum corneum; hematoxylin and eosin. 


the sebaceous glands and sweat glands showed a very slight irritation. The cellular exudate was 
almost entirely composed of plasma cells. The specimens were stained by hematoxylin and eosin 
stain, and by polychrome blue stain (fig. 4), both of which demonstrated septated and branching 
filaments in the stratum corneum.” 
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The patient was observed and treated for three months with topical applications of salicylated 
lead oleate ointment, silver nitrate wet dressings and orally administered potassium iodide. 
These measures produced little evidence of improvement. 


Fig. 4.—Photomicrograph of a section from a biopsy specimen from the foot, showing a 
mycelium in the stratum corneum; polychrome methylene blue. 


COMMENT 


A case of extensive verrucous dermatosis of the feet apparently due to T. gypseum infection is 
reported. The clinical picture is most unusual for T. gypseum. However, simple hyperkeratosis 
due to the dermatophytes is not unusual. Extensive verrucous, hyperkeratotic lesions due to 
fungi are uncommon. Smith and Lewis reported a deep mycotic infection caused by Monila 
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nigra,? and a case of horny and verrucous moniliasis was presented by Hausman and Rothman.* 
The last-mentioned authors also were able to collect 13 additional cases from the literature. Our 
search of the literature failed to reveal any case like ours due to Trichophyton. 
The clinical picture in our case is in many respects strikingly similar to that in the case of 
Hausman and Rothman. 
SUMMARY 


A case of extensive verrucous dermatitis, with horn formation on the feet, associated with T. 
gypseum is reported. The clinical, mycologic and histological observations are described. 


2. Smith, L. M., and Lewis, G. M.: Deep Mycotic Infection Caused by Monilia Nigra: 
Report of Case Originating in New Mexico, South. M. J. 29:1067-1070, 1936. 

3. Hausman, F. U., and Rothman, S.: Monilial Granuloma: Report of a Case and Review 
of the Literature, Arch. Dermat. & Syph. 61:297-311 (Feb.) 1950. 


FAMILY EPIDEMIC OF TINEA CAPITIS DUE TO TRICHOPHYTON 
TONSURANS (VARIETY SULFUREUM) 


ALBERT M. KLIGMAN, Ph.D., M.D.* 
and 
ELIZABETH R. CONSTANT, M.D. 
PHILADELPHIA 


Infection of the scalp with Trichophyton sulfureum is evidently uncommon in the United 
States. Of 2,857 cases of tinea capitis seen at the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital from 1940 to 1947, there were only four infections 
with T. sulfureum.!. Another group in the same city observed five instances of this infection 
in 312 cases of tinea capitis.2 Slaughter® reported a case of glabrous skin infection with 
T. sulfureum, and recently Moore and Wooldridge * cited an instance of kerion caused by this 
organism. Georg, at the Communicable Disease Center, U. S. Public Health Service, in Atlanta, 
Georgia, states that infections with this organism are on the increase.® 

Tinea capitis in the United States is caused largely by species of the genus Microsporum. 
The characteristic fluorescence exhibited by Microsporum-infected hairs under the Wood 
light is practically diagnostic of this type of infection. It is evidently less well known that tinea 
capitis caused by species of Trichophyton may show only a feeble fluorescence or none at all. 
The cases reported herewith seem instructive in this regard, since the scalp infections were 
unrecognized for years by competent dermatologists, all of whom examined the patients under 
the Wood light. Since no fluorescence was observed, the possibility of tinea capitis was 
evidently excluded, and other diagnoses were entertained. This experience emphasizes the 
importance of making potassium hydroxide preparations and cultures on material from scalp 
lesions suspected of being tinea capitis. Moreover, it is evident that clinical impressions may 
be misleading in unusual cases of tinea capitis. 


*Senior Research Fellow, United States Public Health Service. 

From the Department of Dermatology and Syphilology, School of Medicine, Donald M. 
Pillsbury, M.D., Director, University of Pennsylvania. 

1. Montgomery, R. M.; Heinlein, J. A., and Karpluk, F. E.: Ringworm of the Scalp in 
New York, New York State J. Med. 48:629-630, 1948. 

2. Lewis, G. M.; Hopper, M. E., and Reiss, F.: Ringworm of the Scalp: Clinical Data 
on Recent Cases; Experiences with Local Endocrine Therapy, J. A. M. A. 182:62-65 (Sept. 
14) 1946. 

3. Slaughter, J. C., and Cawley, E. P.: Infection of the Glabrous Skin Instigated by the 
Fungus Trichophyton Sulfureum: Report of ‘Case, J. Invest. Dermat. 9:63-64, 1947. 

4. Moore, M., and Wooldridge, W. E.: Kerion Caused by Trichophyton Sulfureum, Arch. 
Dermat. & Syph. 61:460-465 (March) 1950. 

5. Georg, L.: Personal communication to the author. 
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REPORT OF CASES 

Mrs. P., the 32 year old mother of three children, had had a scaling eruption of the scalp 
for eight years. She noted a similar scalp condition in each of her three children within the 
first few months of life. She was told that “dandruff” ran in her family. Several dermatologists 
were consulted over a three year period. These had variously diagnosed the condition as 
seborrheic dermatitis and psoriasis. Treatment had been unavailing. The mother noted from 


; Fig. 1—Direct potassium hydroxide mounts of infected hairs. The presence of arthrospores 
in definite chains is indicative of a Trichophyton infection. Note that the spores are confined to 
the inside of the hair (endothrix ). 


time to time that the three children, as well as herself and her husband, acquired annular 
lesions on various parts of their bodies. These invariably healed after the application of the 
various medicaments that were prescribed. Only the father was free of scalp lesions. 
Examination of the scalps revealed an identical condition in all but the father. This 
consisted of diffuse, scaling, erythematous patches in which occasional broken-off hair stubs 
could be seen only with difficulty (fig. 2, 4). Distinct patches of alopecia were not present. 


i 
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Tinea capitis seemed an unlikely diagnosis. Seborrheic dermatitis was closely simulated. The 
mother’s scalp presented so clearly the appearance of ordinary “dandruff” that we were 
loath to do a potassium hydroxide preparation. Examination of the scalps under the Wood 
light failed to reveal fluorescence. A potassium hydroxide preparation of hairs from the four 
persons with scalp lesions showed the presence of an endothrix Trichophyton (fig. 1, A 
and B). 


Fig. 2.—A, appearance of the scalp just before roentgen ray epilation (hair has been clipped). 
Diffuse scaling is apparent, with occasional broken hairs. B, necrotic and deformed nails of the 
: boy patient. 


A study of the five members of the family yielded the following observations. (All positive 
cultures were of T. sulfureum) : 

In the father, aged 35, several circinate lesions with active borders were noted on the back of 
the neck. The nails of the left thumb and of the right little finger were discolored, necrotic and 
deformed by subungual hyperkeratosis. Potassium hydroxide preparations and cultures of 
the nails and neck lesions were positive. 
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Fungi were cultured from the scalp of the mother, aged 32. The nails of the first three 
fingers of the right hand and second finger of the left hand were deformed and necrotic. 
Potassium hydroxide preparations and cultures from the nails were positive. 

In the cases of Nancy, aged 5, and Susan, aged 3, fungi were cultured from the scalp. Several 
circinate lesions on the trunk were positive on direct examination. 

In addition to scalp and glabrous skin lesions similar to those already described, Larry, aged 2, 
had onychomycosis of all the nails of the right hand except the index finger (fig. 2, B). 
Potassium hydroxide preparations and cultures from all lesions were positive. 


Fig. 3.—Histopathological appearance of the endothrix infection. The arthrospores within 
the hair show different arrangements at various depths in the follicle. Above the lowermost part 
the arthrospores begin to disjoin (B). Finally, near the surface of the scalp, the original linear 
pattern is almost lost and the spores have a mosaic-like appearance. 


MYCOLOGY 


The organism was easily isolated on glucose-peptone medium. It grew rapidly and had a 
sulfur yellow color from the start. A brilliant color, not unlike that produced by Microsporum 
canis, diffused into the medium. The surface of the colony, smooth at.first, later became finely 
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granular and showed radial ridges. On microscopic examination chlamydospores, large pyriform 
microconidia in open clusters and giant hyphae were observed. Although macroconidia were not 
observed in our isolate, they have been noted in other strains of T. sulfureum. Dr. Rhoda 
Benham confirmed the identification of the organism as T. sulfureum. After six months the 
culture largely lost its capacity to produce the yellow pigment. 

Mycologic texts do not completely agree on the gross appearance of the T. sulfureum colony. 
Lewis and Hopper ® state that the colony is white and fluffy at first, later becoming yellowish 
gray. According to Conant and associates? the colony has a delicate primrose color at the 


Fig. 4.—A, arrangement of the arthrospores in chains in the lowermost portion of the follicle. 
B, cross section of a follicle containing an infected hair. Despite pronounced hyperkeratosis, 
the fungus does not invade the stratum corneum of the follicle at this stage. This fact makes 
possible a cure following roentgen ray epilation. 


6. Lewis, G. M., and Hopper, M. E.: An Introduction to Medical Mycology, ed. 3, Chicago, 
The Year Book Publishers, Inc., 1948. 

7. Conant, N. F., and others: Manual of Clinical Mycology (Military Medical Manual), 
Philadelphia, W. B. Saunders Company, 1944. 
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beginning, with a central red nodule. These observed variations in a single species have com- 
plicated the problem of mycologic taxonomy and make understandable the great profusion of 
species classifications that have been created. Most of these variations are embraced within a 
few species. There is a praiseworthy tendency in the recent literature to condense the present 
oppressively complex mycologic nomenclature. In accordance with this tendency, we regard 
T. sulfureum as simply a variant of Trichophyton tonsurans, from which it actually cannot be 
distinguished once the unstable character of pigmentation is lost. 

Carrién and Silva * have reduced Trichophyton crateriforme, Trichophyton acuminatum and 
Trichophyton cerebriforme to synonomy under the species T. tonsurans. The latter species thus 
resembles Trichophyton mentagrophytes in that it includes a number of morphological variants 
which are not distinctive enough to warrant specific status. It has been shown that colonies 
kept under cultivation may vary considerably on subculturing so that after a few transfers the 
original gross characteristics may be largely lost. An isolate classified originally as T. acu- 
minatum may suddenly acquire cultural characteristics which make it more or less identical 
with strains classified as T. cerebriforme or T. crateriforme. These so-called species grade 
imperceptibly into each other. It would seem that too much emphasis has been placed on 
gross cultural features. 

Even on initial isolation cultures obtained from different geographic sources may differ widely 
in gross characteristics. Dermatologists, who, after all, are the ones chiefly interested in the 
practical aspects of this matter, have by and large preferred to regard gross colonial features 
as criteria for classifying species. This attitude must inevitably yield to the influence of the 
mycologic taxonomists who regard microscopic characteristics, particularly those relating to 
spore formation, as more fundamental in classification. There is no need to labor this point 
further here. Carrion and Silva*® have excellently described the microscopic features charac- 
teristic of T. tonsurans. 

In Mexico Gonzalez Ochoa and co-workers® recently reported 268 cases of tinea capitis, 
92 per cent of which were due to T. tonsurans. Under this species were included, among others, 
T. acuminatum, T. crateriforme, T. cerebriforme and T. sulfureum, all as variants within the 
species group. The crateriforme group of Conant and associates, which includes four putative 
species, is hence reduced to the single species T. tonsurans. Georg,® one of the outstanding 
students of the dermatophytes, is in accord with this view. Her studies? on the nutritional 
requirements of the dermatophytes have the practical value of indicating means by which char- 
acteristic spores may be induced in certain species in which these diagnostic structures are 
usually rare or absent and thus of leading to clarification of the status and grouping of species 
for which exact criteria for identification have heretofore not been available. 


ANIMAL INFECTION 

Repeated attempts to infect guinea pigs and rabbits with the organism removed in the above- 

mentioned cases failed. 
HISTOPATHOLOGY 

A biopsy of the boy’s scalp revealed no remarkable condition except for the fungus within the 
hair. In the lowermost portion of the hair root the organism appeared as a thick bundle of 
large, rarely septate hyphae, which completely replaced the normal contents of the hair. Higher 
up the hyphae were divided by repeated septation into chains of arthrospores (figs. 3 and 4). 
At the surface of the scalp the arthrospores in the chain were disarranged so that the originally 
linear pattern was lost. Masses of spores were thus seen in a disorderly mosaic arrangement. 
No fungus elements were seen in the stratum corneum including that portion within the follicle. 
The fungus was confined entirely to the interior of the hair and thus belonged to the endothrix 


8. Carrion, A. L., and Silva, M.: Ringworm of the Scalp in Puerto Rico, Puerto Rico J. 
Pub. Health & Trop. Med. 19:329-390, 1944. 

9. Gonzalez Ochoa, A., and Romo Vazquez, B.: Dermatofitos causantes de tifia de la piel 
cabelluda en la ciudad de México, Rev. d. Inst. salub. y enferm. trop. 6:145-148, 1945. 

10. Georg, L.: Influence of Nutrition on Growth and Morphology of the Dermatophytes, 
Tr. New York Acad. Sc. 11:281-286, 1949. 
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group. Moderate hyperkeratosis was the only other change observed. The observations were 
entirely consistent with the noninflammatory character of the lesions clinically. 


TRICHOPHYTIN TESTS 


In accordance with the noninflammatory character of the infection, the trichophytin test 
was negative for all members of the family except the father. He stated that he had had severe 
athlete’s foot in the past, and this fact was considered an adequate explanation for his positive 
reaction. 

CLINICOMYCOLOGIC SUMMARY 

The observations in these cases correspond to those usually associated with endothrix 
Trichophyton infections (T. tonsurans, Trichophyton violaceum and Trichophyton schoenleini) : 
1. Noninflammatory character of the scalp lesions. Exceptions occur. 2. Negative reactions 
to trichophytin tests. 3. Difficulty in infecting animals (anthropophilic species). 4. Dull or 
absent fluorescence. Exceptions have been reported for T. schoenleini and T. violaceum. 
5. Resistance to conservative treatment. After the diagnosis was made, numerous fungicides 
were tried by local application to the scalp, without benefit. Others have had similar experi- 
ences.8 6. Occasional involvement of the adult scalp. This is evidently not so rare as 
adult tinea capitis due to species of Microsporum. Since T. tonsurans is such a common cause 
of tinea capitis in Central America, studies of this disease in states nearby and adjacent to 
Mexico, such as Texas, should reveal a higher incidence than is now recorded. In fact, very 
recently a survey of tinea capitis patients seen in private practice in San Antonio, Texas, showed 
that T. tonsurans accounted for about 10 per cent of the cases.11 This organism is evidently 
not uncommon in the South and the Southwest.’ 


TREATMENT 
The scalp lesions did not improve after months of treatment with various fungistatic medica- 
ments. Roentgen ray epilation was advised. This was carried out in the Department of Radiology 
of the Hospital of the University of Pennsylvania, the technic described by Pendergrass and 
Mahoney 1? being employed. Seven months later the regrowth of hair was excellent in all four 
cases. Cultural as well as direct examination of the hairs for the presence of fungi was negative. 
The glabrous skin lesions regressed rapidly under treatment with benzoic and salicylic acid 
(Whitfield’s) ointment. The use of ammoniacal silver nitrate solution has been energetically 
but unsuccessfully tried in an attempt to cure the onychomycosis presented by three members 
of the group. The use of various keratolytic agents combired with paring down of the nails 
with a file has been unavailing. Because of the unusual susceptibility of the members of this 
family to the fungus, it is considered essential to achieve a cure of the onychomycosis, if possible, 
because of the danger of reinfection. 
SUMMARY 
A family epidemic of tinea capitis due to T. tonsurans (variety sulfureum) is described in 
which roentgen ray epilation provided a cure. 


11. Lehmann, C. F.; Pipkin, J. L., and Ressman, A. C.: Cultural Survey of Tinea Capitis 
in San Antonio, Texas, Arch. Dermat. & Syph. 61:488 (March) 1950. 

12. Pendergrass, E. P., and Mahoney, J. F.: A Consideration of Roentgen Therapy in 
Producing Temporary Depilation for Tinea Capitis; New Method, Radiology 50:468-475, 1948. 


WHITE FLUORESCENCE OF PEDICULUS NITS UNDER WOOD'S LIGHT 


WILLIAM F. SPILLER, M.D. 
CLEVELAND 


White fluorescence of the eggs of Pediculus capitis was coincidentally observed during 
examination of a patient with Wood’s light for tinea capitis. Examination of the scalp hairs 


From City Hospital, Department of Dermatology and Syphilology, Western Reserve Uni- 
versity, Dr. H. N. Cole, director, service of Dr. John Rauschkolb. 
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with Wood’s light has since been found an aid in locating nits on patients on whom the nits 
are few and therefore difficult to find. This method is useful in examination of patients after 
treatment. Dandruff, ointments and other extraneous materials which fluoresce white can 
usually be easily differentiated from the nits on close examination. 

Nits of Phthirus pubis are also easy to see with Wood’s light examination. The nits of 
Pediculus corporis also fluoresce white, but, because the background is often a white shirt 
or white underwear, the nits are not much easier to see with Wood's light than with ordinary 
light. 

Wood’s light examination is recommended as an aid in locating nits in those cases of 
pediculosis pubis and pediculosis capitis in which the diagnosis is suspected but in which the 
nits are difficult to find on examination with ordinary light. 


EPIDERMOLYSIS BULLOSA IN THE NEGRO 


HERBERT L. JOSEPH, M.D. 
VALLEJO, CALIF. 
and 
FRANK G. WITHERSPOON, M.D. 
NASHVILLE, TENN. 


Epidermolysis bullosa is properly classified as a rare disease of the skin. Sakaguchi? sur- 
veyed the literature in 1915 and found that only 190 cases had been reported since the first 
description of the disease, by Tilbury Fox? in 1879. At the time of Sakaguchi’s paper, only 
one case of this affliction had been reported among the Negro race. Since that time four other 
Negroes * have been reported as having this condition. Ludy 4” stated that epidermolysis bullosa 
is found equally represented in the Negro, Mongolian and Caucasian races. Since we were 
able to find but five reported cases in the literature of its occurrence in Negroes, we must 
question this statement. 

Dermatologists with wide experience among Negro patients report seeing this condition 
infrequently. Irgang® has seen but two cases in Negroes in 30 years. Hazen ® has encountered 
only two cases out of 15,000 Negro dermatological patients. Howard Fox? states that he has 
encountered none. 


Studies, observations and reports from the Dermatological Departments of the Barnard 
Free Skin and Cancer Hospital and the School of Medicine, Washington University, St. Louis, 
service of Richard S. Weiss, M.D. 

1. Sakaguchi, Y.: Ueber die Epidermolysis bullosa hereditaria Kébner, Arch. f. Dermat. u. 
Syph. 121:379, 1916. 

2. Fox, T.: Notes on Unusual or Rare Forms of Skin: IV. Congenital Ulceration of the 
Skin (Two Cases) with Pemphigus Eruption and Arrest of Development Generally, Lancet 
1:766, 1879. 

3. Smith, H. L., and Brewn, T. R.: Epidermolysis Bullosa Hereditaria, with Report of the 
First Case of the Disease in the Negro Race and Note on the Blood and Vesical Cells, Maryland 
M. J. 44:141, 1901. 

4. (a) Calhoun, T. J., and Brown, W. P.: Epidermolysis Bullosa, Arch. Dermat. & Syph. 
11:183 (Feb.) 1925. (b) Ludy, J. B.; Devalin, C. M., and Drant, P. H.: Epidermolysis Bullosa, 
M. Clin. North America 16:169, 1932. (c) Mooney, J. L.: Epidermolysis Bullosa, Arch. 
Dermat. & Syph. 50:167 (Sept.) 1944. (d) Orman, J. M.: Epidermolysis Bullosa: Suggestion 
as to Possible Caus“tion, ibid. 52:317 (Nov.-Dec.) 1945, 

5. Irgang: Personal communication to ‘the author. 

6. Hazen, H. H.: Personal Observations of Skin Diseases in the American Negro, J. Cutan. 
Dis. $32:705, 1914. Syphilis and Skin Diseases in the American Negro: Personal Observations, 
Arch. Dermat. & Syph. 31:316 (March) 1935. Personal communication to the author. 

7. Fox, H.: Skin Diseases in the Negro, J. Cutan. Dis. 26:67, 1908; personal communica- 
tion to the author. 
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We have recently seen four Negro children with epidermolysis bullosa, two brothers in one 
family and two sisters in another, and herein report these cases. 

CasE 1—R. T., a 6 year old Negro girl, was first seen by us at the age of 4 weeks at the 
Barnard Free Skin and Cancer Hospital. She had been manifesting large bullae on the 
extremities since five days after birth. The patient has three sisters, one of whom (case 2) 
has a similar skin disease. Three paternal aunts and the paternal grandfather have vitiligo. 

This child has been followed in the clinic for six years and has never been free from 
bullae. Lesions have been observed in various stages of development over the bony prominences 
in areas most subject to trauma. Very slight injury, such as the removal of adhesive plaster, 
produces bullae. Some lesions appear without previous known injury. Hyperpigmentation 
and moderate atrophy remain after healing. 

Examination of the blood, including the Kahn test, revealed no abnormality except an 
eosinophil count of 9 per cent in the differential count. There was 1 + to 2+ albuminuria, but 
no porphyrins were demonstrable in the urine. 

Biopsy specimens were taken from the back at 3 months and from the left leg at 514 years 
of age. Both sections showed bullae formed by the complete separation of the epidermis from 
the dermis. There was mild edema and a sparse cellular infiltrate of lymphocytes and epithelioid 
cells about the vessels in the upper part of the dermis. A Weigert stain revealed no absence 
of elastic tissue but slight fragmentation of elastic fibrils in the upper third of the cutis. 

Case 2.—S. T., a Negro infant 14 months of age, a sister of the patient in case 1, has been 
followed since the age of 11 weeks. She began acquiring bullae over the bony prominences of 
the extremities one week after birth. She has run a course similar to that of her sister and is 
almost never free from lesions. 

Results of blood and urine examinations have been entirely within normal limits, and a 
biopsy specimen from the left ankle taken at the age of 11 weeks revealed a “sudden” type of 
subepidermic bulla with preservation of the outline of the papillary bodies. Elastic tissue stains 
revealed essentially the same changes as in case 1. 

Case 3.—E. J., a 5 year old Negro boy, has been manifesting bullae at points of trauma 
on the extremities since three days after birth. Lesions are produced by relatively mild trauma, 
and some appear without known trauma. The family history is negative except for one 
younger brother with a similar skin condition (case 4). Two other siblings are in good health. 

When this child was first seen, many of the lesions were secondarily infected and he was 
thought to have a simple pyoderma. After observation for a while it was noted that uninfected 
bullae developed over the bony prominences; after healing there has been no atrophy except a 
very slight amount over the left knee. 

Results of routine blood and urine studies were entirely within normal limits except that 
uroporphyrins were revealed to be present. Reactions to tests for uroporphyrins were strongly 
positive on one occasion and weakly positive on another (Fischer ether-hydrochloric acid 
extraction method with visual examination under filtered ultraviolet radiation). Unfortunately 
quantitative estimation of porphyrins and spectral studies were not done. 

A biopsy specimen from the left forearm revealed an intraepidermic bulla separating the 
epidermis roughly just above the basal cell layer; except for this more superficial location of 
the bulla other microscopic changes were similar to those in cases 1 and 2. 

Case 4.—A. J., a colored male aged 3, a brother of E. J. (case 3), began manifesting bullae 
on the dorsa of the fingers at the age of 2% years. Since that time similar lesions have developed 
at sites of mild trauma and elsewhere over the bony prominences of the extremities. After 
healing there is no atrophy. At first depigmentation develops, and then hyperpigmentation 
as healing progresses. Some of the hyperpigmented areas are mottled. Results of blood and 
urine studies were entirely within normal limits, and no porphyrins were demonstrable on 
repeated examinations of the urine. A biopsy specimen from the right ankle revealed an intra- 
epidermic bulla with essentially the same features in both hematoxylin and eosin and elastic 
tissue stains as those observed in case 3. 


SUMMARY AND CONCUSSIONS 


The cases of four Negro children with epidermolysis bullosa are reported. Two sisters 
(cases 1 and 2) are thought to have the dystrophic type of epidermolysis bullosa while the 
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picture presented by two brothers in another family (cases 3 and 4) conforms more closely 
to that of the simple type of the disease. In neither family is there racial admixture or 
consanguinity. The bullae are subepidermic in cases 1 and 2 and intraepidermic in cases 3 and 4. 
Elastic tissue studies showed minimal changes with only slight fragmentation of elastic fibrils in 
the upper part of the cutis. In all the cases lesions were present on unexposed as well as exposed 
areas and trauma appeared to be the major cause. There was no evidence of photosensitivity. 
The presence of uroporphyrins in case 3 was an interesting observation, but its significance is 
unknown. The same may be said of the family history of vitiligo in cases 1 and 2. 


NEW TYPE OF COLLOID BATH 


ROBERT R. KIERLAND, M.D. 
and 
MITCHELL EDE, M.D. 
ROCHESTER, MINN. 


For many years it has been well recognized by dermatologists that colloid baths constitute 
an essential part of external treatment for acute and chronic dermatoses. These baths are 
frequently depended on for their soothing, cleansing, antiseptic and therapeutic qualities. Oatmeal 
has been for many years one of the preparations used to a great extent and for the majority of 
patients. Recently we have been using a prepared oatmeal preparation, aveeno,® 1 which in our 
hands has proved superior to the usual commercial cereal grade of oatmeal previously used. This 
preparation is manufactured from pure oatmeal by dry milling which involves grinding the 
oatmeal and separating from it the colloid-producing portion. This colloid-producing, concen- 
trated gumlike fraction constitutes about 12 per cent of the oatmeal. It is a fraction of oatmeal 
high in vitamin B complex, and, since it is an edible product, it is not classified by the Food and 
Drug Administration as a “new drug.” This product has the ability to absorb a large amount 
of water and develops high viscosity and covering power when dispersed in warm water. It is 
mildly acidic, with a pu of about 6, and possesses high buffer activity. It contains a colloid- 
producing protein and starch as well as a small amount of natural oat fat. The advantages of 
this preparation over the usual type of oatmeal bath are the ease and rapidity of preparation. 
In addition to the colloidal properties, this preparation has good cleansing and detergent qualities. 

The following procedure has been used on our service in the preparation of this type of 
colloid bath: Two cups (236 ml.) of aveeno® are placed on the floor of the tub beneath the 
faucet, and warm water is allowed to flow at full force over the powder. This method allows 
better dispersion of the powder with less tendency to formation of lumps than do others. About 
30 gallons (113 L.) of water is run into the tub, and the temperature is brought to 95 to 98 F. 
(35 to 36.6 C.). 

The ease of preparation procedure should be contrasted with the long time required for 
preparation of oatmeal of cereal grade, which must be boiled, allowed to cool and then placed 
in a gauze bag for use. Explanations to the patient concerning the use of the oatmeal bag are 
no longer necessary, and the friction produced by the rubbing of the gauze bag on the skin 
is avoided. 

The values of this prepared oatmeal seem to be sufficiently evident and superior to those 
of the nonprepared oatmeal to warrant continued usage. We have used this preparation for more 
than two years with success. 

SUMMARY 
A new procedure for the preparation of an oatmeal bath has been described. It is one that 


has its advantages in the rapidity and simplicity of preparation rather than in any great superior 
therapeutic effect. 


From the Section on Dermatology and Syphilology, Mayo Clinic (Dr. Kierland), and Fellow 
in Dermatology and Syphilology, Mayo Foundation (Dr. Ede). 

1, Formulated by the Musher Foundation, Inc., and marketed by E. Fougera & Co., 
Inc., 75 Varick Street, New York. 
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LEUKEMIA AS A POSSIBLE COMPLICATION OF RADIODERMATITIS 


FRANCIS W. LYNCH, M.D. 
ST. PAUL 


Statistics show that leukemic conditions occur more frequently among radiologists and 
dermatologists than among physicians in general and with increased frequency among other 
persons repeatedly exposed to various radiations in the course of professional or industrial 
activity. After I had observed death from leukemia of a patient with extensive chronic radio- 
dermatitis, the thought occurred that the leukemia might have been a sequel of the radiother- 
apy. Although the association might have been fortuitous, it seems worth while to record 
the observation since even thorough discussions of radiodermatitis do not mention this 
possibility.t 

The problem was brought to mind by a patient, C. L., who first presented himself to me 
in 1945, aged 53 years, having had extensive psoriasis for 35 years, for which condition he 
had been given numerous roentgen ray treatments in a German clinic during the first 25 
years. An acute cutaneous reaction had occurred on at least one occasion. The patient pre- 
sented diffuse cutaneous atrophy and radiodermatitis of the entire face and neck and baldness 
of the entire scalp. There were several keratoses and small cancers which were subse- 
quentiy treated by electrosurgery or excision. The nose was gone, after radiotherapy for 
cancer and subsequent attempts at surgical repair. During the following years the psoriasis 
was treated and several additional cancers appeared and were destroyed or excised. In 
January 1949 the patient manifested universal redness and thickening of the skin, which 
responded slowly to treatment and seemed to have been a manifestation of the psoriasis rather 
than directly connected with a subsequent acute illness of three weeks’ duration which ter- 
minated in December 1949 with death from acute myelogenous leukemia. 

Perhaps this report will stimulate the recording of similar observations by others and 
lead ultimately to determination of whether or not the frequently repeated treatments which 
produce radiodermatitis may also lead to the development of leukemia. 


From the Division of Dermatology, University of Minnesota, Dr. H. E. Michelson, 
director. 

1. MacKee, G. M., and Cipollaro, A. C.: X-Rays and Radium in the Treatment of Dis- 
eases of the Skin, ed. 4, Philadelphia, Lea & Febiger, 1946. 


TRICHOPHYTON VIOLACEUM INFECTION OF SCALP AND 
GLABROUS SKIN OF AN ADULT 


JEROME M. GREENHOUSE, M.D. 
EAST ST. LOUIS, ILL. 


Although Trichophyton violaceum is a common cause of infection of the scalp, beard and 
nails in Russia, Poland, Italy and the Near East, it is of uncommon occurrence as a cause of 
tinea capitis in children in the United States. Its occurrence as a cause of tinea capitis in an 
adult is still rarer. A review of the dermatological literature has revealed only two case reports 
of this infection in the scalp of an adult in the United States. One was given in a study of 
49 adult patients with tinea capitis.' The other was the report of a case in an 18 year old white 
woman who had the infection for at least two years.2. I have seen two other cases of T. violaceum 
scalp infection, both of which occurred ia children and both of which were cured only after 
roentgen ray epilation and neither of which showed fluorescence under Wood's light. 


1. Lewis, G. M.: Ringworm of the Scalp: Curability, Without Depilating Measures, of 
Infections Caused by “Animal” Microsporons, Am. J. M. Sc. 189:364 (March) 1935. 

2. Weidman, F. D.: Ringworm of the Scalp Occurring in an Adult, Arch. Dermat. & Syph. 
13:447 (March) 1926. 
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REPORT OF A CASE 


Mrs. A. Y., a 61 year old white female, was first seen in the office on Dec. 9, 1949, complaining 
of loss of hair of the scalp. 

History revealed that the patient had a skin eruption of three years’ duration which first 
began on the hands and gradually appeared on the upper part of the chest and the shoulders. 
Two vears later she noticed a falling out of the scalp hair accompanied with mild itching of the 
scalp. The eruption on the body seemed to be worse in the summer, with a tendency to disappear 
in the winter. An examination revealed a diffuse thinning of the scalp hair with a dry, scaly 4 
scalp resembling the dry form of pityriasis capitis. There were no broken-off hairs, pustules, q 
crusts or scarring. On the glabrous skin there were oval pea-sized to palm-sized violaceous 
patches with raised elevated borders and clearing centers confined, for the most part, to the 
anterior upper portion of the chest and shoulders. The reactions to the Kahn test were negative. 
Potassium hydroxide preparation of the hair showed a typical endothrix with the spores arranged 
within the hair shaft. Cultures of the glabrous skin and scalp hair on Sabouraud’s medium q 
after three weeks’ incubation at room temperature showed small, well defined colonies which 
were smooth, shiny and compact with a deep violet color. On Jan. 12, 1950, Dr. Morris Moore 
identified these cultures as T. violaceum. 

Wood light examination on numerous occasions did not reveal any fluorescence. Examination 
of other members of the family was noncontributory, and no history of exposure to various 
animals could be obtained. Roentgen epilation was decided against because of the age of the 
patient. Manual epilation was refused by the patient. She has been treated with various fungicidal 
ointments to date, which have cleared the skin lesions and prevented further loss of scalp hair. ss 


COMMENT 
A case of ringworm of the scalp due to T. violaceum in an elderly patient is reported. It is 
necessary to bear in mind the possibility of ringworm infections in all adult scalps which clinically a 
present a picture resembling pityriasis capitis accompanied with loss of hair even though the a 
Wood light examination is negative for fluorescence. 


206 Metropolitan Building, 435 Missouri Avenue. 


CIRCUMCISION AND PRIMARY SYPHILIS 


EUGENE A. HAND, M.D. 
SAGINAW, MICH. 4 
AND 

MARVIN C. NELSON, M.D. 4 
ANN ARBOR, MICH. 


In 1855 Johnathan Hutchinson first noted that syphilis was uncommon in Jews.! Brietenstein,? 
in a study of 15,000 circumcised African soldiers and 18,000 European soldiers, many of whom | 
were uncircumcised, found venereal disease, including syphilis, commoner in the uncircumcised. 

Numerous authors, including one of us (E. H.*), have confirmed the observation that syphilis ; 
is less common in the circumcised. F 

Our plan to study the influence of circumcision on acquisition of venereal disease in a large 
number of patients over a period of years was foiled because of the closing of the Rapid Treat- } 
ment center in Ann Arbor. i 


From the Department of Dermatology, University Hospital, Ann Arbor. 

1. Hutchinson, J.: On the Influence of Circumcision in Preventing Syphilis, M. Times & 
Gaz. 11:542, 1855. 

2. Brietenstein, cited by Bloch, I.: The Sexual Life of Our Time, in Its Relation to 
Modern Civilization, translated from the 6th German edition by M. E. Paul, London, Rebman, 
Ltd., 1908, p. 376. | 

3. Hand, E. A.: Circumcision and Venereal Disease, Arch. Dermat. & Syph. 60:341 (Sept.) 
1949. 
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REICHES—TOPICAL BACITRACIN SENSITIVITY 


OBSERVATIONS 


The 136 cases of syphilis studied prior to the closing included those of 78 white gentiles, 3 
Mexicans and 56 Negroes; of these, 44.1 per cent of the gentiles, 16 per cent of the Negroes and 
none of the Mexicans were circumcised. No Jews were seen with syphilis. 

Primary syphilis on the distal end of the penis where the presence or absence of the prepuce 
could affect the acquisition of syphilis is rare in circumcised gentiles, Jews and Negroes.® In this 
series three, or 11.1 per cent, of the gentiles and three, or 11.5 per cent, of the Negroes with 
primary syphilis on the distal end of the penis were circumcised. These observations are almost 
identical with those in Hand’s * original study. 


CONCLUSION 


Primary syphilis on the distal end of the penis is rare in the circumcised. 


TOPICAL BACITRACIN SENSITIVITY 
Report of Three Cases 


A. J. REICHES, M.D. 
ST. LOUIS 


Three cases of irritation and local sensitization to bacitracin ointment are reported. 


- REPORT OF A CASE 


Case 1.—A white man 47 years old, who had had recurring attacks of infectious eczematoid 
: dermatitis on the side of his face and ear, was given bacitracin ointment. Within a few hours 
the patient called to complain of severe burning and itching from the ointment. Medication was 
stopped. Six months previously aureomycin ointment had been used with similar irritating 
results. 

Four weeks after the attack of dermatitis, 48-hour patch tests with bacitracin and with a 
petrolatum base gave negative reactions. 

Case 2.—A white woman aged 50, who had impetigo contagiosa on the left side of her face 
and neck, was given bacitracin. Pronounced weeping was seen on the area covered by the 
bacitracin 24 hours after it was first used. When the dermatitis healed, 48-hour patch tests with 
bacitracin and a petrolatum base gave negative reactions. 

Case 3.—A white woman aged 62, with a staphyloderma on the lower portion of the right 
leg, was given bacitracin ointment. She complained bitterly of burning and itching from the 
medication, which was discontinued. 

Forty-eight hour patch tests with bacitracin and a petrolatum base gave negative reactions 
six weeks later. 

COMMENT 

Bacitracin ointment at the present time is in all probability the medication of choice in the 
treatment of pyogenic infections of the skin, such as impetigo contagiosa and infectious eczematoid 
dermatitis. 

Miller, Slatkin and Johnson! have aptly expressed the very important fact that the real 
superiority of the topical use of bacitracin rests in the very low rate of sensitization of the 
patient. Penicillin, sulfonamides and nitrofurazone all show a 5 to 6 per cent incidence of 
sensitization, while bacitracin used in ointment form has so far shown a sensitivity rate well 
under 0.5 per cent. Because of its effectiveness against staphylodermas and streptodermas and 
: the low degree of sensitivity, use of this medication represents an important advance in our 

treatment of these conditions. Experimental patch tests with bacitracin ointment on a large 
number of persons, such as those done by Derzavis, Rice and Leland,? have given little infor- 
mation as to the irritating and sensitizing effects of bacitracin ointment. 


1. Miller, J. S.; Slatkin, M.D., and Johnson, B. A.: Evaluation of Bacitracin in Local 
Treatment of Pyogenic Infections, Arch. Dermat. & Syph. 60:106-120 (July) 1949. 

2. Derzavis, S. L.; Rice, J. S., and Leland, L. S.: Topical Bacitracin Therapy of Pyogenic 
Dermatoses, J. A. M. A. 141:191-192 (Sept. 17) 1949. 
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It is interesting to note that all three of the patients whose cases are reported here complained 
of severe burning and itching while using the bacitracin ointment. Yet, as already mentioned, 
patch tests on the three patients two to six weeks after the healing of the damaged and infected 
skin gave negative reactions both to bacitracin and to the petrolatum base. In this connection, Sulz- 
berger and Baer * comment that a true evaluation of the irritating and sensitizing effect of bacitracin 
can in all probability be made only with reference to its effect on the damaged skin. The changes 
in the pu of the damaged skin may have been a factor in causing the irritation from the bacitra- 
cin ointment. 

SUMMARY 


Three patients are described who showed irritation and local sensitization to bacitracin oint- 
ment when it was applied to the damaged skin. Patch tests on normal skin of the patients after 
the original conditions healed gave negative reactions. Patch tests on normal skin do not seem 
to be helpful in determining irritation or sensitization to bacitracin used in ointment form. 


3. Sulzberger, M. B., and Baer, R. L.: The 1949 Year Book of Dermatology and Syphi- 
lology, Chicago, The Year Book Publishers, Inc., 1950. 


ACRODERMATITIS PUSTULOSA PERSTANS 
Persistence for Twenty-One Years, Since the Age of Three Years 


HAROLD C. FISHMAN, M.D. 
BEVERLY HILLS, CALIF. 


Sachs and Field! recently focused our attention on the fact that acrodermatitis pustulosa 
perstans may exist in childhood. They reported its occurrence in a 12 year old child, in whom 
it had been present since the age of 2. This report is of a case having its onset at the age of 3 
(corroborated by parents) and persisting without clearing completely for 21 years. 


REPORT OF CASE 


R. M. is a white multipara aged 24 who has had a typical picture of acrodermatitis pustulosa 
perstans of the palms since she was 3 years of age. Her palms showed diffuse large erythemato- 
squamous patches studded with tiny deep vesiculopustules. Biopsy showed the characteristic 
large pustule in a slightly acanthotic prickle cell layer, filled with polymorphonuclear leukocytes 
and debris. There was a mild infiltration of small round cells with a few polymorphonuclear 
leukocytes in the upper part of the cutis, limited to the area below the pustule. Cultures and 
slides were negative for fungi. There was no psoriasis elsewhere. No known relative had this 
disorder. 

SUMMARY 


A case is reported of acrodermatitis pustulosa perstans having its onset at the age of 3 and 
persisting without complete clearing for 21 years. 


105 North San Vicente Boulevard. 


1. Sachs, W., and Field, H.: Acrodermatitis Pustulosa Perstans: Report of a Case in a 
Child, Arch. Dermat. & Syph. 61:319 (Feb.) 1950. 
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Society Transactions 


LOS ANGELES DERMATOLOGICAL SOCIETY 


Jud R. Scholtz, M.D., President 
Molleurus Couperus, M.D., Secretary 
Oct. 11, 1949 


Lupus Vulgaris. Presented by Dr. Paut D. Foster. 


L. T., a white woman aged 46, has had an eruption on the right ear since she was 5 years of 
age. Since that time she has had puffing and induration of the right ear which would partially 
disappear at times. Each time the lesion recurred it seemed to increase slightly in size. The 
condition finally progressed until a papular induration involved the entire ear. In August of this 
year, while the patient was having her hair cut, the barber accidentally traumatized the ear and 
the area seemed to bleed profusely. 

When first seen by me the patient presented erythematous, brownish, papular lesions involving 
the entire outer portion of the helix of the right ear. Diascopic examination revealed apple jelly 
nodules. A roentgenologic examination of the chest revealed no observations of any pathological 
significance. 

The pathological report on the biopsy was as follows: The epidermis was thin because of the 
cell infiltration in the dermis and in some areas there was pronounced acanthosis with sharp 
prolongation of the rete pegs, comparable to the verrncous hyperplastic changes seen in 
tuberculosis verrucosa cutis. The infiltration consisted of epithelioid cells, giant cells and a 
' peripheral zone of lymphocytes. No caseation necrosis was present. The deeper portion of the 
cutis showed many giant cells, connective tissue and plasma cells. The epithelioid type tubercles 
appeared to follow along the lymphatic channels. There appeared to be a foreign body reaction 
throughout. The diagnosis was lupus vulgaris. 

Treatment has consisted in 21 daily injections of streptomycin of 230 mg. each being injected 
in a 2 per cent solution of procaine hydrochloride and diffused into the outer part of the helix of 
the right ear. The patient is presented to demonstrate the appearance of the lesion while she is 
under treatment with local infiltration of streptomycin for lupus vulgaris. 


Lupus Vulgaris. Presented by Dr. Paut D. Foster. 


T. F., a Japanese woman aged 23, first noticed a hard lump on her left cheek at the age of 
12 years. Other lesions gradually appeared on her face and the lateral aspect of both upper arms, 
the neck and the back. 

In 1942 she consulted a physician who “burned” the lesion and removed small white kernels. 
The lesion returned to the initial condition. 

A report on the biopsy was as follows: The epidermis in the involved area showed 
parakeratotic scaling, epidermal atrophy and degeneration to a point almost of ulceration. The 
underlying cutis showed a central irregular collagenous degeneration of a liquefying nature 
surrounded by cellular infiltration of varied types of cells, those more centrally located being 
fibroblasts and epithelioid cells, and those on the periphery being of a lymphocytic nature. Many 
giant cells were present. The pathological diagnosis was lupus vulgaris. 

Roentgenologic examination of the chest was negative for tuberculosis. 

Treatment has consisted in 30 injections of streptomycin (a total of 3,858 mg.) injected into 
the lesions subcutaneously. When the patient was seen on September 12 the condition appeared 
to be entirely cleared up. She is presented to demonstrate the results of the local infiltration of 
streptomycin in tubercular lesions. 


Tuberculosis Verrucosa Cutis. Presented by Dr. Paut D. Foster. 


F. P., a young adult Mexican aged 24, had had an erythematous, indurated, verrucous type 
lesion on his left hand since he was 4 or 5 years of age. The lesion gradually spread until it 
covered his entire hand and a considerable portion of the left wrist. 
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A. ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 
At the time he was first seen by me he presented an extensive verrucous eruption of the left 
hand, almost entirely encircling the hand and wrist, on an erythematous, deeply indurated base 
with small vesicular pustules. 

A report on the biopsy was as follows: The epidermis was covered by hyperkeratotic and 
parakeratotic scales; especially was this observation true of follicles, several of which were 
dilated by the hyperkeratotic and parakeratotic scale. The epidermis itself was acanthotic. In 
some areas the basal cells had undergone colliquative degeneration. Nowhere did one see 
intraepidermal abscesses; however, in one area the epidermis was eroded by a subcutaneous 
liquefying abscess and adjacent to the wall of liquefaction one saw dense cellular infiltration 
of fibroblasts, polymorphonuclear leukocytes, very numerous plasma cells, epithelioid cells and 
a Langhans giant cell. In another area in the papillary part of the cutis one saw nests of 
epithelioid cells, three large Langhans giant cells, fibroblasts, lymphocytes and a few poly- 
morphonuclear leukocytes. Still, in other areas, one saw subepidermal caseation necrosis sur- 
rounding epithelioid cells. The lower part of the cutis and the cutaneous adnexa (sweat glands, 
sebaceous glands and smooth muscles) were unaltered. No yeast cells were seen. The patho- 
logical diagnosis was tuberculosis verrucosa cutis. 

Results of routine examinations of blood and urine were normal. Serologic reactions (Was- 
sermann, Kahn and Mazzini) were negative. A culture for tubercle bacilli was positive. A stain 
for tubercle bacilli was positive. An animal inoculation test gave results positive for tuber- 
culosis. 

Treatment has consisted in 54 injections of streptomycin, approximately 0.66 Gm. each, being 
injected in a 2 per cent solution of procaine hydrochloride and diffused in the subcutaneous 
tissue below the skin. 

This patient was presented to the Los Angeles Dermatological Society the early part of the 
year with a diagnosis of tuberculosis verrucosa cutis. He is presented again to demonstrate the 
results of local infiltration of streptomycin in tuberculosis. 


DISCUSSION OF PRECEDING THREE CASES 


Dr. A. FLrercHer Hatt: I think we are fortunate to be the first to see the results of this 
new form of treatment. I think Dr. Foster’s results are extremely gratifying and most unusual. 
I don’t know of any other form of treatment which could even begin to get the results Dr. 
Foster has obtained, in a comparable length of time; the use of calciferol would have taken 
several times as long. If the lesions remain healed, I feel Dr. Foster has made a valuable 
contribution to the therapy of tuberculosis cutis. 


Dr. L. F. X. Witue_m: I would suggest that Dr. Foster show these patients again in six 
months. 


Dr. L. H. Winer: It is really dramatic the way this treatment has caused these nodules to 
disappear. Dr. Foster showed me three sections and they were all typically tuberculous. Definite 
lobulated tuberculoid granulomas with mantles of lymphocytic infiltration were present 
histologically. One might find tubercle bacilli in the tuberculosis verrucosa cutis lesions but not 
in those of the lupus vulgaris. 

Dr. Motteurus Couperus: I should like to ask Dr. Foster what was the maximum dose of 
streptomycin injected in any one area at any one time. 

Dr. THomMas STERNBERG: The results in these cases are indeed dramatic. However, I should 
like to ask Dr. Foster whether any attempt was made to control these experiments. It has been 
known for some time that the injection of certain substances will cause regression in lupus 
vulgaris. Furthermore, there are other substances in streptomycin besides the active drug 
itself, and the pu may be variable. It would seem worth while to treat some lesions with an 
inactivated streptomycin solution as a control procedure. 

Dr. J. R. Scnortz: I hope that Dr. Foster will go on and study more cases of this type, 
especially along the line suggested by Dr. Sternberg. The cases as presented tonight suggest that 


the treatment outlined may be an important and original contribution to the treatment of 
cutaneous tuberculosis. 


Dr. Paut Foster: In answer to Dr. Couperus, my associates and I usually use from 0.66 to 
1 Gm. prepared in 2 per cent procaine hydrochloride solution infused intradermally daily about 
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the involved area. The Japanese woman came into the office every other day for a total dose of 
35 Gm. of streptomycin. The Mexican had a total dose of 60 Gm. of streptomycin infused 
throughout the tissue of the entire hand. He was presented several months ago, with a 
diagnosis of tuberculosis verrucosa cutis. The report of results of guinea pig inoculation had 
not come back at that time. The inoculation was later reported positive for tuberculosis. The 
culture was positive for tuberculosis. The microscopic section was diagnosed as showing 
tuberculosis by three dermatopathologists. The patient has been entirely well now for approxi- 
mately six weeks. Both patients complained of some pain but not enough so that it was 
unbearable or particularly disagreeable. In both cases the diagnosis was verified. I appreciate 
the discussion by Dr. Sternberg regarding the control of the u of the solutions used and in future 
cases will control this factor carefully. In my opinion, this type of treatment in tubercular 
conditions of the skin offers a pronounced advance over previous therapeutic measures. 
Plantar Corn. Presented by Dr. Netson Paut ANDERSON, 
A Case for Diagnosis: Colloid Milium? Ascorbic Acid Deficiency? Presented by Dr. J. WaLtzR WILson. 
Recurrence of Vitiligo After Apparent Cure by Treatment with Gold and Sodium Thiosulfate. Presented by 
Dr. H. C. L. Linpsay. 
Lupus Erythematesus, Chronic Discoid and Subacute Disseminated. Presented by Dr. A. FLetcner HALL, 
Boeck’s Sarcoid with Annular, Atrophic Lesions. Presented by Dr. MoLtteurus Covurervs. 


Recurrent Leukoplakia Buccalis: Presented for Discussion of Therapy. Presented by Dr. J. WALTER Witson. 
Chronic Actinodermatitis in a Dermatologist. Presented by Dr. A. FLercHer HALL. 


Jud R. Scholtz, M.D., President 


Molleurus Couperus, M.D., Secretary 
March 14, 1950 


Tubercula Dolorosa. Presented by Dr. Marvin D. KNOLL. 


A 28 year old white woman began acquiring painful nodules on her hands 3% years ago 
while working in a factory where she handled cattle hair. 

The nodules are limited to the hands and vary from 2 to 10 mm. in diameter. They are 
located deep in the skin and are painful on pressure. Some of the nodules are firm, and 
others are moderately soft. None have ulcerated. The lesions are present on both the flexor 
and extensor surfaces of the hands, 13 lesions being found on the right hand and six on the 
left hand. A roentgenogram of the bones of the hands is reported as showing a normal 
condition. The serologic test for syphilis gave a negative reaction. 


DISCUSSION 


Dr. Netson Paut Anperson: I should like to ask Dr. Knoll what he means by his 
diagnosis. My idea of the term is that it originally was applied 100 years ago to a lesion 
which we now call a glomus tumor. I suppose the possibility arose in Dr. Knoll’s mind 
that these lesions might represent a type of foreign body granuloma due to the introduction 
of small hairs while this woman was working with upholstery. I saw Dr. Wilson trying to 
correlate the sesmoid bones in the roentgenograms with the nodules on the fingers. Frankly, 
I have never seen anything like this condition and would not offer a positive diagnosis, 
except that I think foreign body granuloma should be excluded. The same type of lesion can be 
produced by asbestos. 

Dr. L. H. Winer: The histological section contained a nodule deep in the cutis. The 
center of the nodule showed granular degeneration, and around this there was not the lique- 
faction degeneration that is seen in rheumatic or gouty nodules. The picture was of granular 
degeneration like that seen in deep granuloma annulare. This was surrounded by masses 
of endothelial cells, sharply circumscribed from the adjacent connective tissue. 

Dr. Harotp Price: I thought the condition fitted into the general classification of juxta- 
articular nodes. 

Dr. WaLterR F. Schwartz: I thought there was little doubt that this patient exhibited 
arthritic deformity of the fingers, probably of the rheumatoid arthritis type. As Dr. Winer 
has just stated, the histological picture was consistent with that of granuloma annulare, 
essentially the observation in rheumatic nodules. I am inclined, therefore, to call the lesions 
under discussion examples of rheumatic nodules associated with a rheumatoid arthritis. 

Dr. Harry Levitt: I think the possibility of synoviomas should be considered. 
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Trichophyton Crateriforme Infection Involving Hand, Face and Scalp of an Adult. 
Presented by Dr. Netson PAuL ANDERSON. 


DISCUSSION 


Dr. O. A. PLunxett: The lesion is rather typical in that there is little inflammatory 
process, little scaling and some evidence of stubby, black, broken hairs. On microscopic 
examination the hair shows a picture typical for a large-spored Trichophyton, and the culture 
was typical of the T. crateriforme group. The cultures from primary isolations often do 
not appear to be the same. However, the microscopic appearance of the organism was 
consistent with that of T. crateriforme. 

Dr. J. WALTER Witson: This is probably the same organism that is called Trichophyton 
sulfureum in some localities and T. crateriforme in others. This view is also held by Norman 
Conant. 

Dr. Netson Paut ANbERSON: I thought this condition was interesting because of its 
clinical resemblance to seborrheic dermatitis. 


Urticaria Pigmentosa with Vesicular and Bullous Elements. Presented by Dr. M. E. 
OBeRMAYER and Dr. E. E. Kinzer (by invitation). 


DISCUSSION 


Dr. L. H. Winer: The section showed various types of mast cells. Those in the super- 
ficial part showed more nuclei in proportion to cytoplasm than those in the deeper portion 
of the cutis. The superficial mast cells with their polychromatic granules contained several 
mitotic figures. They seemed to originate from and simulate endothelial cells. The deeper 
mast cells seemed to be due to the transformation of collagenous fibrils. In the section it 
therefore appears that the mast cells come from the endothelium of vessels as well as the 
reticulum of the connective tissue. 

Dr. SAMUEL Ayres JrR.: Has anyone seen a case of urticaria pigmentosa in a patient 
who has had immunizing injections? A baby was brought in the other day with one single 
lesion, which was suggestive of urticaria pigmentosa, and the mother said each time the 
baby had immunizing injections the lesion would get red and swell up. 

Dr. Netson Pati ANDERSON: We all see cases of urticaria pigmentosa and then wonder 
what becomes of them. Recently I saw an old patient of mine with urticaria pigmentosa 
who came in for treatment of another skin condition. The urticaria pigmentosa lesions had 
entirely disappeared except around the region covered by the patient’s shorts. Every summer 
he would get a great deal of sun on the entire body except where it was covered by bathing 
trunks. The lesions originally were all over his face, trunk and abdomen. I think exposure to 
sunlight is a very simple treatment and worth following out. 

Dr. M. E. OxserMayer: I saw this patient only once in consultation but suggested to 
Dr. Kinzer that he be presented for two reasons: one, the unusual occurrence of the bullae, 
which, unfortunately, were not present today; the other, the interesting histopathological 
features which were so well discussed by Dr. Winer. In fact, they were identical with the 
microscopic picture of mastocytoma of dogs. 


Pseudoxanthoma Elasticum, with Retinal Angioid Streaking, Decidedly Improved 
on Tocopherol Therapy. Presented by Dr. O. M. Srourt. 


H. V., a 45 year old white woman, was first presented before this society in December 
1948 with the diagnosis of pseudoxanthoma elasticum with angioid streaks. On Jan. 29, 1949, 
300 mg. of mixed tocopherols per day by mouth was prescribed, and 100 mg. was administered 
intramuscularly once a week. The intramuscular injections were discontinued after three 
months, but the dose of 300 mg. per day by mouth has been continued. During the last 
year there has been a gradual decrease in the yellowish pseudoxanthomatous striae in the 
involved areas, and the skin is less relaxed and loose. The skin of the medial aspects 
of the upper parts of the thighs, which was hanging in folds, is now less relaxed and the 
folding much less pronounced. Clinically there appears to have been some return in elasticity 
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of the skin of the neck, axillas and thighs. Microscopically there is less degeneration and 
fragmentation of the elastic fibers. 

The retinal hemorrhages, which occurred first in May 1948, continued until June 1949. 
Since June 1949 no new retinal hemorrhages have appeared, and the subretinal infiltrates are 
resorbing. Many of the angioid streaks have disappeared, a few remaining in the macular 
area and near the papilla in either eye. The patient’s vision has improved sufficiently so that she 
is able to read newsprint in ordinary light and is able to resume her former occupation. 


DISCUSSION 


Dr. L. H. Winer: I think Dr. Stout is to be congratulated, not only on his complete study 
and investigation but also on the dramatic result in restoring this patient’s vision. 

Dr. O. M. Stour: I first saw this patient a few weeks prior to her presentation here in 
December 1948. There had been a progressive loss of vision since 1947, as described in the 
history. The cutaneous manifestations of pseudoxanthoma elasticum had been present since 
the age of 10. The angioid streaks of the retinae were quite extensive, as illustrated by the 
photographs presented. I suggested the use of the mixed tocopherols because of the several 
reports of its effect on the regeneration of elastic tissue. Bruck’s membrane of the eye, which 
fragments and results in the angioid streaks, is composed of elastic tissue. Throughout the 
last year there has been what appears, clinically, to be an increase in elasticity of the skin in 
those areas affected; there is less folding, and the pseudoxanthomatous infiltrate has decreased 
markedly. There has been a gradual closing of the angioid streaks as reported by the ophthal- 
mologist. Comparison of the retinal photographs shows a pronounced decrease in the number 
and size of the angioid streaks. When last presented, the patient was unable to read even 
with the aid of a bright light. At present she reads ordinary newsprint and is returning to 
‘ work. We hope to present the patient again next year. 


Lupus Vulgaris: Result of Treatment. Presented by Dr. J. WALTER WILSON. 


H. E., a 44 year old white man, was first presented before this society on March 13, 1945 
(Arcu. Dermat. & SypH. 54:373-374, [Sept.] 1946), at which time the entire posterior and 
medial surfaces of his right thigh had been involved in a deep, slowly spreading dermatitis for 
23 years. The diagnosis of lupus vulgaris was established by biopsy. Many forms of therapy, 
et including approximately 1,400 units of roentgen rédiation, had been unsuccessful. 

Treatment was begun in 1947 by means of the curetting and desiccating thoroughly of areas 
of about 3 to 4 cm. in diameter as an office procedure with the use of procaine hydrochloride 
anesthesia at intervals of two weeks. Perhaps 12 such areas had been treated in this manner 
before vitamin D2 was first recommended for this disease. Subsequently 50,000 units of 
vitamin D. was taken three times daily for 14 months, during which time a pronounced healing 
effect was observed throughout the involved areas. 

Fifteen months ago a severely pruritic, widely disseminated toxic eruption suddenly appeared, 
strongly suggestive of a dermatitis medicamentosa. The picture was somewhat complicated 
by the fact that the patient had also been receiving dextro-amphetamine sulfate (dexedrine® 
sulfate) thyroid, ephedrine and atropine from an internist, for obesity. All medication was 
stopped, and the eruption subsided after a few weeks. No further medication has been resumed. 
All beneficial progress of the lupus vulgaris stopped with cessation of vitamin D, therapy, 
and the condition has remained stationary for one year. 

At this time many islands of active lupus vulgaris are to be seen distributed widely 
in the previously described area. However, those areas which were treated by curetting 
and desiccation have all remained entirely free of recurrence and present soft, only slightly 
atrophic depigmented scars, entirely comfortable. 


Dermatitis Medicamentosa Due to Gold (Lauron), Successfully Treated with BAL. Presented by Dr. Marvin 
. Knorr. 

Paraffinoma of the Scalp Following Injections to Prevent Baldness. Presented by Dr. James L. Lyncu. 

A Case for Diagnosis: Porokeratosis? Presented by Dr Marvin D. KNoLt. 

Circumscribed Scleroderma (Morphea). Presented by Dr. H. C. L. Linpsay. 

‘ Vascular Nevus of the Left Ear Resistant to Treatment with Radium. Presented by Dr. Jup R. Scuo.rz and 

Dr. CraiG WILLIAMSON (by invitation). 

Lupus Vulgaris. Presented by Dr. Tuomas W. Nisper. 

Lupus Erythematosus. Presented by Dr. Tuomas W. Nisper. 

Rat Mite Dermatitis. Presented by Dr. Tuomas W. Nissert. 

Multiple Pigmented Basal Cell Epitheliomas. Presented by Dr. Tuomas W. Nisser. 
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A Case for Diagnosis: Epidermodysplasia Verruciformis with Malignant Changes? 
Presented by Dr. Davip BLoom. 


A. B., an Italian woman aged 27, was previously presented at the Bronx Dermatological 
Society in November 1949 and at the New York Academy of Medicine in December 1949. 
She was first seen at the Skin and Cancer Unit, New York University-Bellevue Medical Center, 
in October, complaining of an eruption on the forehead of three years’ duration. On the right 
and left sides of the forehead are irregular plaques containing hyperkeratotic lesions and 
ulcerations. A few keratotic lesions are present also on the upper lip and the nose. The hands, 
elbows and knees show verruca-plana-like lesions. Biopsy of the lesion on the left side of 
the forehead was reported as showing squamous cell epithelioma with evidence of anaplasia ; 
from the right side of the forehead the biopsy showed basal cell epithelioma. The patient has 
been treated for mental deficiency. 

DISCUSSION 


Dr. Jack WotF: I agree with the diagnosis in spite of the fact that there are no charac- 
teristic verrucous lesions on the hand such as one usually finds in patients with this disease. 
The eruption on the forehead is quite characteristic of epidermodysplasia verruciformis. 

Dr. NATHAN Sopet: I agree with the diagnosis, and I think the verrucous lesions on the 
knees are an aid in the diagnosis. The first histological report on the scalp lesions caused much 
controversy as to whether the condition was epidermodysplasia verruciformis because the picture 
was obscured by the epitheliomas, but the section from a lesion on the knee was histologically 
more characteristic. 


Dr. JuAN LarraLpe (by invitation): I have had an opportunity to follow this case from 
the beginning. I think the diagnosis is correct, and the most interesting point is the question 
of treatment. 

Dr. Davin BLoom: The patient does not present a typical eruption of epidermodysplasia 
verruciformis because of the paucity of lesions. I believe there is a possibility this patient will 
later manifest other lesions which will yesult in a typical eruption. The combination of malignant 
lesions on the forehead, together with the keratotic lesions on the face and verruca-plana-like 


lesions on the hands and knees, in addition to the histological observations, points strongly to 
this diagnosis. 


A Case for Diagnosis: Stomatitis and Perléche Due to Dental Plates? Presented by 
Dr. THomas N. 


J. S., a woman aged 72, is presented from Bellevue Hospital complaining of perléche, which 
has been present for about 20 years. She has been wearing dentures for about 50 years, the 
latest set for 114 years. Up to two weeks ago the diagnosis varied between avitaminosis and a 
condition resulting from ill fitting dentures. The patient has received riboflavin, brewers’ 
yeast, weekly injections of 2 cc. of liver extract and local application of methylrosaniline 
chloride and various ointments. She also received 10 roentgen irradiations in 1947 and 1948, 
100 r each time. None of this therapy seemed to help. 

The Wassermann reaction of the blood was negative, and results of urinalyses and blood 
counts were normal. Recently, because of failure to respond to treatment, the possibility of 
contact dermatitis was considered, chiefly because of the sharply demarcated hyperemia on the 
roof of the mouth. A patch test, using scrapings from the upper denture, elicited a 4+ reaction 
after five days. 

DISCUSSION 


Dr. Paut Gross: I have no doubt that the patient has contact dermatitis, but she also 
has perléche due to an ill fitting denture. So-called pseudoariboflavinosis caused by an inter- 
triginous monilial infection is very resistant to treatment. 
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Dr. IsaporE Rosen: Patients may acquire perléche because of faulty introduction of dentures. 
They should be instructed to avoid overstretching the tissues, by introducing the denture sideways. 

Dr. Davip BLoom: I agree with Dr. Gross that the patient has stomatitis due to sensitivity 
to the dentures and perléche, which may be due to poor dentures. These produce folds in the 
angles of the mouth in which food remnants collect and, by irritation and infection, lead to 
perléche. 

Dr. NATHAN Sope_: We have had several patients who failed to react to patch test with 
scrapings from their plates but who subsequently showed a positive reaction in 48 hours to the 
plate covered by a thin piece of gauze moistened with water and kept attached to the skin. 

Dr. SAMuEL M. Peck: We may not be dealing with a true perléche. This seems to be a 
patient with a definite sensitivity to a dental plate. It is the methyl methacrylate resins which 
are often involved in this type of sensitivity. It is unusual to have such a strongly positive 
patch test reaction on the skin, and it indicates that the patient is very sensitive to the material. 
Furthermore, a thoroughly cured resin is inert. It is the partially cured resins which give 
rise to sensitization reactions. If the patient is highly sensitive, as this one seems to be, small 
traces of incompletely cured resins will give rise to reactions... Traces of the sensitizer 
undoubtedly are dissolved in the saliva and may be responsible for the reaction in the angles of 
the mouth which looks like perléche. 

Dr. Jack WotrF: I quite agree with Dr. Peck that the perléche is probably due to an 
allergenic substance in the saliva. At the same time, I believe the history states that the patient 
had perléche in previous years. With age, there is a certain amount of sagging and distortion 
of the anatomic structures of the face, particularly in the corners of the mouth, resulting in 
folds which permit the collection of moisture and secondary bacterial or mycotic infection. 

Dr. THomas N. Granam: I believe the patch test reaction is conclusive. Fungous involve- 
ment is probably a factor in the perléche. 


A Case for Diagnosis: Lymphatic Leukemia? Kaposi’s Sarcoma? Presented by Dr. 
WIsert SACHS. 


L. V., a man aged 68, is presented from New York Hospital complaining of severe generalized 
itching of six weeks’ duration and an eruption of the right hand and elbow of two to three 
years’ duration. When I first saw the patient, a little over a month ago, the generalized pruritus 
was of one week’s duration. No lesion was observable when the itching began, but swelling, 
erythema and excoriations were apparent after scratching. Violaceous papules had appeared on 
the dorsum of the right hand and medial aspect of the right elbow two to three years ago. Other 
lesions of the same character came and went on the dorsum of the right forearm. This eruption 
was accompanied with subcutaneous masses of varying size which began as small lesions and 
either enlarged or disappeared. This pattern has continued until the present. The only symptom 
in these lesions is occasional mild itching. The patient has had no treatment for either of these 
conditions. 

Examination shows erythematous macules, 2 to 3 mm. in diameter, over the extensor surface 
of the left leg, and a few excoriated areas on both legs. On the dorsum of the right hand and 
the medial aspect of the right elbow are slightly elevated, flat-topped papules 3 to 4 mm. in 
diameter, some of which have coalesced. On the right fourth finger the skin is tightly bound 
down and the color is a dirty yellow. Along the dorsum of the forearm are subcutaneous nodules 
varying from 0.5 to 2 cm. in diameter. These are not bound down to the underlying tissue, but 
the skin cannot be pinched up or moved over the lesions. 

Results of urinalysis were normal except for the observation of many white blood cells. Two 
complete blood counts were performed. The first showed 17 per cent monocytes with an other- 
wise normal picture. The second count was normal, and no monocytes were seen in counting 
100 cells. The serologic reaction of the blood was negative for syphilis. 


DISCUSSION 


Dr. Paut Gross: There are two clinical features which would support the histopathological 
diagnosis of Kaposi’s sarcoma: first, the primary location on the hand, and, secondly, a slightly 
verrucous surface, which is commonly found in Kaposi's sarcoma of long standing. 

Dr. IsaporE Rosen: I agree absolutely with Dr. Gross, especially with regard to the lesions 
on the hands. I have seen two or three patients with early Kaposi’s sarcoma in whom the first 
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symptom was edema of the hands with small pinhead-sized skin-colored infiltrations, with no 
resemblance to Kaposi’s sarcoma until histological examination proved the diagnosis. 

Dr. SAMuEL M, Peck: The condition could still be Kaposi's sarcoma with the picture of 
lymphoblastoma; one such type has been described by Sachs. 

Dr. Jack Wor: I did not see any lesions suggestive of Kaposi's sarcoma. The man has 
deep, firm infiltrations characteristic of lymphoblastoma. The lesion on the dorsal aspect of the 
hand is similar. We know that combinations of Kaposi’s sarcoma and lymphoblastoma have been 
described. Since the histologist sees evidence of Kaposi’s sarcoma we may possibly be dealing 
with a combination of that disease with lymphoblastoma, but clinically there are no lesions on 
which one could base the diagnosis of Kaposi’s sarcoma. 

Dr. Georce M. Lewis: Dr. Gross didn’t say whether he believed the subcutaneous lesions 
are also those of Kaposi's sarcoma. 

Dr. Paut Gross: I believe the combination of Kaposi’s sarcoma and lymphoblastoma has 
been reported. The slow response to roentgen therapy in this case, although it may not rule out 
lymphoblastoma, is more in favor of a diagnosis of Kaposi’s disease. 

Dr. Georce M. Lewrs: It was our feeling that from the clinical standpoint the best diagnosis 
we could make was lymphoblastoma. 

Sporotrichosis in an 8 Year Old Girl: Sporotrichin Reaction Positive. Presented by Dr. Jack Wo tr. 
Tertiary Syphilis with Histological Picture of Necrobiosis Lipoidica. Presented by Dr. IsaporE ROSEN, 
Lichen Scrofulosorum. Presented by Dr. Tuomas N. GRanam. 

A Case for Di ? Presented by Dr. ORLANDO CANIZARES. 


Erythema itnduratum Type): Papulonecrotic Tuberculid. Presented by Dr. THomas N. GRAHAM. 


Lichen Planus of Buccal Mucosa: Onycholysis, or Onychomycosis? Molluscum Contagiosum. Presented by 
Dr. Georce M. Lewis. 


Hereditary Hemorrhagic Telangiectasia. Presented by Dr. OrLANDO CANIZA 


ARE 
Treated with Suramin (Naphuride®) and Solid Carbon Dioxide. Presented 
R HOMAS 


A for Diagnosis: Celt ‘Epithelioma? Lupus Vulgaris’ Presented by Dr. Tuomas N. GRawam, 
Herman Sharlit, M.D., President 
George M. Lewis, M.D., Secretary 
Feb. 14, 1950 


Localized Kaposi’s Varicelliform Eruption. Presented by Dr. Georce M. Lewis. 


C. A., a woman aged 29, was first seen by me one week ago. She complained of erythematous 
macules on her face, followed by vesicles and crusting, which had begun to appear a week 
previously. The first lesion was on the upper lip and was plaquelike with an exudative surface 
when the patient first noticed it but soon became encrusted. Treatment had consisted in applica- 
tion of a white shake lotion to the face, which caused irritation, and bathing the lesions with 
boric acid solution. 

The patient had had a sore throat and swollen, tender cervical nodes, particularly on the 
right, for one week prior to the onset of the present illness. The enlarged nodes have persisted, 
though the throat is less troublesome. For 11 years the patient has had recurrent papular acne. 

There were papulovesicular lesions 2 to 3 mm. in diameter scattered over the face. Many 
of these exhibited crusts in the center 1 to 2 mm. in diameter. On the upper lip was a tender, 
crusted lesion 10 mm. by 4 mm., elevated 1 mm. with a flat surface. Two flat crusted lesions 
on the right side of the bridge of the nose showed a notably erythematous halo, with a diameter, 
including the halo, of about 3 mm, There were palpable tender nodes in both anterior cervical 
chains, most pronounced on the right. There was a large tender node at the right angle of the 
jaw. The scalp was free of pediculi. The lymphoid tissue in the posterior part of the pharynx 
was slightly injected. 

The white blood cell count was 10,100. 

The patient was instructed to use boric acid and salt compresses and 2 per cent ammoniated 
mercury ointment. Two days later the large lesion on the lip was a little less elevated and less 
tender, but a few new vesicular lesions had appeared. There was a group of small vesicles about 
8 mm. in diameter on the right side of the nose and another on the right side of the forehead. 
The cervical nodes were unchanged. Three days ago no new vesicles were apparent but there 
was a large acneform papule on the right cheek. 


DISCUSSION 


Dr. Maurice J. Costerto: I have seen six such cases, mostly in private practice. The 
diagnosis was thought first by the private practitioner to be impetigo. In addition to the eruption 
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there is some systemic reaction. A lesion or two may be seen on the oral mucosa and occa- 
sionally on the cornea. It is rare, I think, to make a diagnosis of Kaposi's varicelliform eruption 
when it is localized to the head and neck, but the headache, fever, characteristic eruption, dis- 
crete lesions, some of which leave scars, and the lesions on the cornea all help to make the 
diagnosis. These patients get well in about 10 days. It would be interesting to give this patient 
aureomycin. 

Dr. Georce M. Lewis: This patient did have one lesion on the palate, but it is not present 
tonight. She did not show many systemic symptoms but did feel ill and had some palpable lymph 
nodes. This patient also has acne vulgaris, and it was interesting that she herself was able to 
distinguish between the vesicular lesions and the acneform lesions. The abortive syndrome is 
difficult to recognize and its diagnosis likely to be missed. 


Radiodermatitis of Chest Following Fluoroscopy. Presented by Dr. Jack Wo tr. 


L. N., a man aged 41, is presented from the Skin and Cancer Unit with an eruption of some 
four years’ duration. About 13 years ago he acquired pulmonary tuberculosis, and for approxi- 
mately one year he received pneumothorax treatments twice weekly. These were preceded and 
followed by fluoroscopic examination. After the first year the treatments were spaced approxi- 
mately one week apart and were similarly preceded and followed by fluoroscopic examinations. 
In addition, roentgenograms were taken every six weeks. Treatment continued in this fashion for 
about six years. For the past seven years the patient has been examined by fluoroscopy and 
roentgenographed at monthly intervals. 

The patient presents in the interscapular region a large, roughly rounded plaque approxi- 
mately 6 inches (15.0) in diameter, with diffusion of the process at the periphery. The area 
is acutely erythematous, dry, scaly and crusted, with small and larger telangiectatic spots 
throughout, interspersed with small areas of depigmentation. The whole area is diffusely 
sclerotic. 

DISCUSSION 


Dr. Maurice J. Costetto: When I was at Saranac Lake I examined hundreds of patients 
by fluoroscopy and never saw one acquire radiodermatitis from this procedure. I have always 
looked for such a case, but even though the patients were so examined over a period of years they 
never showed the slightest suggestion of radiodermatitis. As a matter of fact, it is more frequent 
for a chest specialist to make the fluoroscopic examination with the patient facing him. This 
patient said the fluoroscopic examination was made as frequently front and back. I woald think 
some error was made in taking a roentgenogram of the chest, causing an acute radiodermatitis, 
rather than that the condition followed repeated fluoroscopy. 

Dr. Jack Wotr: Radiodermatitis resulting from repeated fluoroscopic examinations and the 
taking of roentgenograms must surely be a very unusual occurrence with our present technic. 
There are several possible explanations in the present case: first, that these procedures were 
carried out more frequently; secondly, that each exposure was longer than customary, and, 
third, that there was some error in technic. It will probably never be determined which of these 
factors was responsible. 


Trichokryptomania. Presented by Dr. George M. Lewis. 


A. G., a girl aged 17, was first seen at the New York Hospital on Jan. 26, 1950, complaining 
of fragility and breaking off of the hair of the scalp. The disorder has been present without 
variation since its onset. There are no associated subjective symptoms. After being studied at 
another institution the patient has used only local medication consisting of sulfur salve and 
olive oil, with ultraviolet irradiation and massage, to no avail. With the exception of hay fever in 
one brother and one sister and the death of the mother from carcinoma (site unknown), the 
dermatological and medical history was irrelevant. 

The scalp only is involved. There is generalized shortening of the hair, except for the occipital 
and border temporal regions. No thinning of the hair is noticeable, and its structure is good. 
No inflammatory, atrophic or other pathological processes are observed. Examination of indi- 
vidual hairs revealed no pathological features. 

The Mazzini reaction of the blood was negative. 
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DISCUSSION 

Dr. Davin BLoom: In my experience, the prognosis in these cases is good. The children 
usually admit that they rub or pull the hair, and one can impress them with the importance of 
not doing it. 

Dr. Georce M. Lewis: I take a more serious view of this condition. I know of several 
examples of trichotillomania in which severe mental disease ensued. I think a psychiatrist should 
be consulted in all cases. The diagnosis of these manias should be made only after very careful 
exclusion of other diseases; we have to be certain that tinea capitis, trichorrhexis nodosa and/or 
monilethrix are not present. 


A Case for Diagnosis: Pyoderma Gangrenosum? Presented by Dr. Maurice J. CosTELLo. 


J. M., a Negro aged 48, was admitted to Bellevue Hospital on Oct. 14, 1949, with a history 
of ulceration of the leg and thigh of two years’ duration. The patient had a penile sore in 1923 
which healed without treatment. Since that time, prior to his admission to Bellevue Hospital, 
he received approximately eight injections in the hip and one in the arm. On admission the 
patient presented a sharply demarcated lesion involving almost the entire lateral aspect of the 
left thigh, with scarring on its medial aspect. There was a similar lesion on the right leg and a 
generalized nodular and papular eruption on the trunk and limbs, with some tendency to group- 
ing. 

Serologic tests for syphilis gave strongly positive reactions on admission, but the titer has 
fallen considerably since treatment, which has consisted in the administration of 12,000,000 units 
of penicillin, 0.28 Gm. of oxophenarsine hydrochloride (mapharsen®), 10 Gm. of streptomycin, 
aureomycin and sulfathiazole and several weeks of potassium iodide and bismuth therapy. 
Locally, aureomycin ointment, zinc peroxide paste and ammoniated mercury ointment have been 
applied to the lesions. The ulcerations have continued to advance despite all therapy. 

Biopsy was reported as showing “granulomatous lesions, psoriasiform in type.” Scrapings 
and culture have been negative for fungi, and smear and culture for bacteria showed only 
nonspecific types of organisms. No amebas were found. 


DISCUSSION 


Dr. Davin BLoom: The patient presents an unusual combination of lesions which I cannot 
diagnose definitely but for which I should like to suggest a provisional diagnosis. The large 
ulcerations on the thighs impress me as gangrenous pyoderma and the generalized eruption as 
late secondary or tertiary syphilis. Gangrenous pyoderma is due to lowered resistance which 
most frequently is produced by chronic colitis. In this case the syphilitic infection might be the 
underlying condition. The fact that the patient does not respond to antisyphilitic treatment 
might indicate a malignant type of syphilis which is undermining his general resistance and 
leading to this persistent ulceration on the thigh. Supportive therapy, in addition to a high 
calory diet, is the most important treatment and may bring good results. 

Dr. IsaporE Rosen: I agree with Dr. Bloom and the presenter that there is no question 
that the patient has a syphilitic infection, but apparently there is no response to the treatment 
instituted. This occurrence is sometimes found in undernourished patients with malignant 
syphilis. I would suggest giving the patient fever therapy, preferably by the fever box method. 
This will help to raise his resistance. 

Dr. Paut Gross: On the one hand, I agree that the lesions of the legs resemble pyoderma 
gangrenosum; on the other hand, I have never seen these peculiar psoriasiform lesions which 
this patient presents on the trunk combined with pyoderma gangrenosum, nor have I seen a 
combination of gummatous ulcers with lesions of the early tertiary type. If there is one disease 
that will show such a combination of lesions, it is mycosis fungoides. A biopsy from a non- 
ulcerated lesion may clarify the diagnosis. 

Dr. AntHOoNy C. Creottaro: I am much inclined to go along with the ideas of Dr. Gross. 
If further studies reveal that the man does not have mycosis fungoides and the diagnosis of 
pyoderma gangrenosum is established, then I think that sulfonamide drugs might be efficacious. 
I say that on the basis of an experience I had with a similar case which had resisted all therapy 
up to the time the sulfonamide drugs were used. 

Dr. Maurice J. Costetto: I think the whole eruption represents one disease—either syphilis 
or pyoderma gangrenosum. I must admit that I never gave a thought to mycosis fungoides, 
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either clinically or histologically, but one could very well entertain that possibility. There are 
two things against a diagnosis of syphilis: one is the generalization of the eruption, with rough 
symmetry, and the other is the fact that the patient has had lesions recurring in old scars, which 
would be against a diagnosis of tertiary syphilis. The man’s Wassermann titer fell rapidly 
after antisyphilitic therapy. 

Dr. OrLANDO CANIZARES: May I suggest a therapeutic test of roentgen rays? A response 
would be in favor of a diagnosis of mycosis fungoides. 


Keratosis Follicularis. Presented by Dr. OrLtaAnpo CANIZARES. 


H. S., a merchant seaman aged 35 born in the United States, is presented from the United 
States Marine Hospital with an eruption of about 18 years’ duration. This began about the 
ears and chest with scaling, redness and slight itching. There was no infection or oozing. 
A dry, scaly scalp was present at that time. Beginning nine years ago, the skin on the bottom 
of his feet thickened and became scaly, this condition causing fatigue of the feet on walking. 
The dermatitis has gradually evolved to the present vegetative type. The patietit received a 
limited amount of roentgen ray therapy in 1947 without improvement. He stated that, prior 
to his first admission in 1947, he had been treated sporadically for 10 years with ointments 
containing salicylic acid and sulfur and with large doses of vitamin A. At the time of his 
first admission he complained of an infection of the left small toe and a slight infection of the 
right foot, both in the areas involved by the dyskeratotic dermatosis. 

On the initial admission, the entire scalp was involved with a greasy dyskeratosis. The ears, 
paranasal tissue and forehead presented a thickened, irregular, greasy, nodular eruption with 
some scaling vegetative changes of the pinnae. The anterior aspect of the chest, particularly 
in the sternal area, showed a macular, nodular and keratotic follicular and_perifollicular 
erythematous eruption. On the plantar aspects of the feet and toes there was a vegetative 
dermatosis with pronounced hyperkeratosis, and the crural areas showed similar involvement 
to a lesser degree. The buccal mucous membranes had a white, filmy appearance, and the 
papillae of the tongue showed great hypertrophy. 

Serologic tests for syphilis all gave negative reactions. Blood counts, results of urinalyses 
and a roentgenogram of the chest were all within normal range. Biopsy of a specimen from 
the chest was reported to show keratosis follicularis. 

The patient was discharged to outpatient care with instructions to take 100,000 units of 
vitamin A daily and to use 2 per cent salicylic acid in petrolatum on the feet. On Sept. 8, 1948, 
he was again admitted because of secondary infection of the feet. In addition to vitamin A 
by mouth, he was given 100,000 units intramuscularly three times weekly, 2 cc. of crude liver 
extract twice weekly and 100 mg. of ascorbic acid daily. The hyperkeratoses of the soles and 
palms were trimmed, and 8 per cent salicylic acid ointment was applied. Rapid improvement 
ensued, and the patient was again discharged to outpatient care on October 13. Since discharge 
he has continued on the above-mentioned regimen with the use, in addition, of 40 per cent 
salicylic acid plasters to the soles, when he could obtain them. Recently, topical therapy to 
the soles and palms has been neglected, but the patient has continued to take vitamin A 
150,000 daily. There has been 25 per cent improvement. 


DISCUSSION 


Dr. AntHoNy C. C1poL_Laro: Those papules on the roof of the mouth are unlike anything 
I had ever seen before. Is it usual for a patient to manifest lesions like them in Darier’s 
disease? I should like to subject them to histological examination. 

Dr. Georce M. Lewis: It seems to me we get good results from a dose of about 50,000 units 
of vitamin A, and I wonder whether higher doses give better results. 

Dr. AntHOoNy C. Crpottaro: I am glad Dr. Lewis brought up the question of vitamin A 
dosage, because I was going to discuss the case from that standpoint. The patients with this 
disease that I see in my office do pretty well on 50,000 units a day. In addition, I have them 
apply a 2 per cent salicylic acid ointment after taking warm prolonged baths. They remain 
improved as long as they stay on that type of therapy. 

Dr. Paut Gross: I agree with Dr. Lewis that there is a tendency to overdosing in 
vitamin A therapy. Dr. Peck has shown that prolonged administration of large doses of vitamin 
A may produce a peculiar type of skin lesion in cases of Darier’s disease. 
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Lichen Nitidus and Lichen Planus in a Man Aged 19 Years. 
SHARLIT. 


Presented by Dr. HERMAN 


DISCUSSION 


Dr. THomas N. GraHam: Much as I dislike making two diagnoses in the same case, 
I think this patient has two typical kinds of lesions, one on the flexor surfaces of the wrists 
typical of lichen planus and one on the penis typical of lichen nitidus. 


Dr. NatHan Sopset: There have been reports of lichen planus and lichen nitidus in the 
same patient. The observers thought they were manifestations of the same disease. 


Dr. Davin BLoom: This patient presents clinically lesions of lichen nitidus and lesions of 
lichen planus. Biopsy of lesions suggesting lichen nitidus clinically has confirmed that diagnosis. 
Results of the biopsy of a lesion which looked like lichen planus have not yet been reported. 
The eruption presents another problem, namely, whether the plaques on the elbows which 
resemble psoriasis are due to lichen planus or to lichen nitidus. I am afraid the patient will 
refuse a third biopsy from the plaque. There is no doubt in my mind that the patient has 
lichen pland#® and lichen nitidus, and I feel certain that the biopsy will confirm this clinical 
impression. 


Dr. Paut Gross: A lichen planus lesion may frequently have a psoriasiform appearance, 
especially on the extensor surface of the extremities. The occurrence of lichen nitidus lesions 
in cases of lichen planus has been recorded in the literature. 


Dr. Wiipert Sacus: I cannot agree that lichen planus and lichen nitidus are in any way 
related. In lichen nitidus one sees epithelioid cells, plasma cells and giant cells, which one never 
finds in lichen planus unless the lesions are from the mucous membrane or occur in syphilitic 
patients. This patient has two different diseases; one lesion is distinctly lichen nitidus, and 
the other has nothing to do with lichen nitidus or lichen planus at all but might be a nummular 
eczema. There is a vesicle in the epidermis and a neurodermatitic reaction in the cutis. That 
condition is nummular eczema, and the other is typical lichen nitidus. 


Dr. AnTHOoNy C. Creottaro: Obviously we cannot come to any definite conclusions as to 
what this patient has. Some lesions suggest lichen nitidus, and others suggest lichen planus 
clinically. I suggest that multiple biopsies be made of the two types of lesions. This person 
may have both diseases, although it is unlikely. On clinical grounds, I have considered these 
two conditions to be variants of the same disease, but histologically they certainly are different. 
I admit, I’m confused. 


Generalized Granuloma Annulare with Closely Packed Small Papules. Presented by Dr. Maurice J. CostEeLio. 

Tuberculosis Miliaris Disseminata by Dr. Isapore Rosen. 

Prurigo Nodularis. Presented by Dr. NatHan Sop 

A Case for Diagnosis: Otitis xterna Exfoliativa, ts the Form of a Mold of the External Auditory Canal? 
Presented by Dr. Maurice J. Costetto. 

A Case for Diagnosis: Papulonecrotic Tuberculid? Presented by Dr. 

Hereditary Hemorrhagic Telangiectasia. Presented by Dr. AntTHony C. C1P 

A Case for Diagnosis: Erythema Multiforme? Erythema Anaulate Centritugum ? “res Eruption? Presented by 
Dr. AntHony C, CipoLLaro. 

Ainhum. Presented by Dr. Antuony C. CIPOLLaro, 

Idiopathic Macular Atrophy; Anetoderma; Hyperhidrosis Palmaris. Presented by Dr. AntTHoNY C. CIPOLLARO, 

anaes. Areata in Association with Hyperthyroidism; Linear Nevus of the Face. Presented by Dr. Maurice 
OSTELLO, 

A Case for Diagnosis: Dermatitis. Presented by Dr. ORLANDO CANIZARES. 

A Case for Diagnosis: Lichen Planus Atrophicus? Presented by Dr. Paut Gross. 

Adenoma Sebaceum. Presented by Dr. _ pea 

— Lichen Planus. Presented b Jack WoLF 

A Case for Diagnosis: Psoriasis? Lithen Planus? Presented by Dr. Antuony C. CrPoLLaRo, 


DETROIT DERMATOLOGICAL SOCIETY 


Frank Stiles, M.D., President 
Hermann Pinkus, M.D., Recorder 
Feb. 8, 1950 


Hydroa Aestivale: Congenital Porphyria. Presented by Dr. FRANK MENAGH and Dr. C. 
E. ReyNer. 


D. E., a white girl age 7 years, has been under medical care at the Children’s Hospital of 
Michigan since she was 1 year old. She has been carefully studied there and was recently 
referred to the pediatric department of Henry Ford Hospital for the purpose of having calcium 
and nitrogen balance studies done. Her course has been characterized by red urine, discolored 
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teeth, alopecia, hirsutism, pronounced hemolytic anemia and severe osteoporosis with a history 
of 28 pathological fractures. She manifested typical hydroa aestivale with scarring at the site 
of the lesions on the hands and face. Up to the age of 2% years she was treated with repeated 
transfusions for the anemia. At the age of 2% years she had a splenectomy, after which the 
count stabilized at 3,000,000 red blood cells with 9 Gm. of hemoglobin; after splenectomy the 
osteoporosis improved and the patient had no fracture for three years. In the last two years 
the hemolytic anemia has recurred and with it the osteoporosis and more fractures. The child is 
still in negative calcium balance. Examination shows an undersized girl with poorly developed 
muscles and deformities of hands, feet and face due to scars. The teeth are deformed and reddish 
brown. Laboratory studies revealed hemolytic anemia and negative calcium balance. The urine 
shows intense red fluorescence under filtered ultraviolet rays. It contains so much hemato- 
porphyrin that the formation of hemoglobin is disturbed. Roentgenograms show pronounced 
osteoporosis and residua of multiple fractures. 


DISCUSSION 


Dr. P. J. Howarp (by invitation) : The child has probably had this disease since birth, as it 
was noticed at 6 months, when the first tooth erupted. The outstanding characteristics of this 
disease are pigmentation of the teeth and bones, the red discoloration of the urine and the skin 
lesions. As these signs became manifest in the child at 6 months of age, the condition was 
certainly congenital. The child manifested severe anemia, which is a constant sign in this disease 
as a result of the basic inability to metabolize porphyrin normally. However, this child’s anemia 
was shown to be at least partially a hemolytic process, and after proper studies a splenectomy 
was performed. It was only after this that the patient was able to maintain her blood count and 
hemoglobin at a level which was low to be sure, but compatible with life. The child was referred 
here for study from the Children’s Hospital of Michigan for calcium balance studies. She has 
a history of great bony weakness and inability to indulge in the simplest exercise because of fear 
of a fracture. Here roentgenologic studies show an extreme degree of decalcification, the bones 
showing as only the merest outline. On calcium balance studies, which are incomplete, the child 
appears to excrete almost twice as much calcium as she will take. Her skin lesions show at 
present examples of scars and keloid formation of an extreme degree. 

Dr. Louis A. BrunstinG, Rochester, Minn. (by invitation): Examples of congenital 
porphyria are extremely rare, and it is a pleasure to be able to review the classic features in this 
young girl and particularly to note the influence of splenectomy, which brought about a remission 
of 2% years. It is remarkable to realize the profound disturbances in the metabolism of calcium 
and nitrogen and in the hematopoietic system as well. In a similar case of congenital porphyria 
associated with hemolytic anemia, Watson and his colleagues at Minnesota observed a striking 
degree of remission of all symptoms following splenectomy. The mechanics of photosensitivity 
in porphyria are not clear; the degree of sensitivity to light does not parallel the concentration 
of porphyrins in the excreta or in the blood. In the commoner form of porphyria, the so-called 
acute type with abdominal colic and neurological manifestations, cutaneous reactions are rare. 
My own experience has been concerned with adults with chronic porphyria in which a blistering 
photosensitive reaction appeared for the first time in adults on the occasion of some insult to 
hepatic function, probably by alcohol. In acute porphyria, porphyrins are usually bound as the 
zinc complex. On the whole, however, the various forms of porphyria cannot be distinguished 
one from another by the type of isomer that is excreted. 

The foilowing cases were also presented by Dr. FRANK MENAGH and Dr. C. E. ReYNER: 

A Case for Diagnosis: Hodgkin’s Disease? Mycosis Fungoides? 

A Case for Diagnosis: Atypical Lupus Erythematosus with Deep infiltrations? 

Chronic Discoid Lupus Erythematosus: Two Cases 

Granuloma Annulare: Three Cases 

Lichen Planus Hypertrophicus: Two Cases 

Psoriasis Involving the Palms 

Scleroderma en Coup de Sabre, Simulating Deep-Seated Hemangioma 

Hereditary Hemorrhagic Telangiectasis and Stasis Dermatitis 

Pseudopelade 

Lichen Nitidus 

Acrodermatitis Chronica Atrophicans 


Discoid and Circinate Eczema? Presented by Dr. Evcene A. Hanp, Saginaw, Mich. 
£rythema Perstans Simulating Lymphoblastoma. Presented by Dr. Georce B. Sexton, London, Ont., Canada. 
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Frank Stiles, M.D., Chairman 
Hermann Pinkus, M.D., Recorder 
March 12, 1950 


Acquired Porphyria. Presented by Dr. ArtHUR C. Curtis and the staff of the Department 
of Dermatology, University Hospital, Ann Arbor, Mich. 


A 33 year old white housewife dates the onset of her present dermatitis back to 1942, when 
she acquired an erythematous, scaling eruption of the hands, forearms, neck, face and forehead. 
This eruption has remained fairly constant in appearance up to the present. In August 1949 
the patient had severe constant pain in the suprapubic and low back area. This pain was 
associated with nausea and vomiting and necessitated hospitalization for 11 days in St. Joseph’s 
Hospital, Ann Arbor. The patient stated that with the onset of the abdominal pain she noted 
her urine was reddish colored. She was treated symptomatically during her hospitalization, 
and at the time of her discharge she felt entirely well except for extreme nervousness. She 
has had no recurrence of the abdominal pain. The skin eruption has remained the same except 
for a slight increase in the scaling and erythema of the face during the summer of 1949. 

The past history is noncontributory. There is no history of childhood eczema or skin 
disease or of any familial diseases. 

At the time of the last examination, one month ago, the patient had an erythematous 
scaling eruption which involved the forehead, face, neck and upper extremities. There were 
no significant observations otherwise. 

Examination of the urine revealed no abnormalities except for a positive test for porphyrin 
on Sept. 2, 1949, during the attack of acute abdominal pain. Two tests in November 1949 
were negative for porphyrin. The blood studies and determinations of blood chemistry gave 
results within normal limits. The patient is now on treatment with sodium and potassium » 
paraaminobenzoate. 


DISCUSSION 


Dr. Curis J. Zararonetis, Ann Arbor, Mich. (by invitation): Paraaminobenzoic acid 
preparations were used in this case in the hope that they might protect through absorption of 
ultraviolet rays. This patient has had a typical episode of abdominal pain associated with 
porphyria, and the distribution of her cutaneous eruption is characteristic for photosensitivity. 
She has benefited by paraaminobenzoic acid therapy. 

Dr. FRANK Stites, Lansing, Mich.: What will happen next summer? Can _ internal 
administration of paraaminobenzoic acid preparations protect from sunlight? 
Dr. Curis J. ZAraronetis, Ann Arbor, Mich.: Probably not. 


Facial Granuloma with Eosinophilia (Granuloma Faciale). 
Boersma, Grand Rapids, Mich. 


Presented by Dr. Donatp 


F. K., a white housewife aged 55 years, first noticed her lesion six months ago. There are 
no symptoms, and the patient enjoys general good health. The family history is irrelevant. 
Near the inner canthus of the left eye there are four reddish brown papules resembling sarcoid 
nodules or pigmented nevi. The papules are several millimeters in diameter and are fairly 
soft, with a smooth surface. 

General physical examination reveals nothing of significance. The Kahn test on the blood 
gave a negative reaction. There were 4,160,000 red cells and 7,850 white blood cells. The 
differential count showed 57 per cent polymorphonuclear neutrophils, 39 per cent lymphocytes, 
3 per cent monocytes and 1 per cent eosinophils. 

A biopsy was reported by Dr. Hermann Pinkus as follows: The epidermis and subepidermal 
zone were unaffected. The corium further down showed a dense nodular, granulomatous type 

yn of infiltrate which was mostly arranged around blood vessels and had caused some atrophy 
of the appendages. The infiltrate consisted of a mixture of polymorphonuclear leukocytes, 
lymphocytes and some plasma cells and histiocytes. Some of the blood vessels showed peculiar 
degenerative changes of the surrounding connective tissue. A moderate percentage of the 
polymorphonuclear cells were eosinophilic, but eosinophilia was not as pronounced in this case a 
as it is sometimes in cases of this kind. 
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DISCUSSION 


Dr. HERMANN Pinkus, Monroe, Mich.: There are at least two entirely different types of 
skin lesions which have been called eosinophilic granulomas. One is the type which is usually 
associated with bone lesions and belongs in the reticulogranuloma group with Hand-Schiiller- 
Christian and Letterer-Siwe diseases. The other type is represented by this patient’s condition 
and appears to be a newly recognized entity with diagnostic histological features and fairly 
uniform clinical characteristics. The first case of this second type seems to have been 
presented by Wigley (Brit. J. Dermat. 57:68, 1945). In this country Buley (J. Invest. Dermat. 
7:291 [Dec.] 1946), Lever (Arcu. Dermat. & Sypu. 55:194 [Feb.] 1947) and others have 
investigated these peculiar lesions which are symptomless and indolent but resistant to all 
forms of therapy save complete destruction. All the lesions reported so far have been located on 
the face, and one may well call these lesions granuloma faciale for identification. Dr. Eugene A. 
Hand presented what is probably the most extensive case of this type to us some years ago. 
A variety of other unrelated cases, usually atypical lymphoblastomas or allergic reactions, also 
have been published under the catch-all diagnosis of eosinophilic granuloma. 

Dr. ArtnHur C. Curtis, Ann Arbor, Mich.: What is the best therapy? Excision? 

Dr. HERMANN Pinkus, Monroe, Mich.: Yes. 

Dr. Evcene A. Hann, Saginaw, Mich.: The lesion in my case was excised once many 
years ago. It recurred and keeps enlarging. 

Dr. FRANK Stites, Lansing, Mich.: What diagnosis was made on these cases formerly? 

S Dr. Upo J. Wire, Ann Arbor, Mich.: We did not know them; we possibly mistook them 
for sarcoid. 

Dr. JouN H. Copane: The patient my co-workers and I observed (ArcH. Dermat. & 
Sypu. 61:442 [March] 1950) recalls that he had a similar lesion several years ago which 

¥ cleared up after a long course of gold therapy given by Dr. Maurice Reuter of Milwaukee. 
The recent lesion on his nose was removed surgically and repaired by skin transplant. It 
recurred and is now 50 per cent bigger. 
Dr. Artuur C. Curtis, Ann Arbor, Mich.: This lesion is brown. Are they ever purplish? 
Dr. HERMANN Pinkvus, Monroe, Mich.: Dr. W..F. Lever apparently has seen such. He 
compared them with Hutchinson's “purple patches” (erythema elevatum diutinum). 


Melanosis Bulborum and Aberrant Mongolian Spots. Presented by Dr. Artuur C. 
Curtis and the staff of the Department of Dermatology, University Hospital, Ann Arbor, 
Mich. 


The patient is a 14 year old white school girl who was perfectly well until early February 
1949. At that time a small dark spot was noted over her right temple. Within a week the 
patient’s mother noticed the development on the child of similar lesions in preauricular and 
postauricular areas as well as about the eyelids. Her scleras were also noted to be darker. 
There is no history of associated medication. 

All other members of family, including parents, siblings and grandparents, have blue irises 
while the patient has brown irises. The remainder of the family history is essentially non- 
contributory. 

The blood Kahn reaction was negative, and other laboratory studies revealed no abnormality. 

Biopsy showed a relatively normal epidermis. The infiltrate, of lymphocytes and histiocytes, 
was chiefly perivascular. There were numerous pigment-laden phagocytes in the dermis, and 
most of these were elongated spindle-shaped cells. 


DISCUSSION 
Dr. Epwarp P. Cawtey, Ann Arbor, Mich.: Dr. Cole Jr. of Cleveland presented a paper 
on aberrant mongolian spots last year at the American Medical Association meeting, and the 
lesions in the present case are similar to those which he described (Arcu. Dermat. & Sypu. 
61:244 [Feb.] 1950). 

Dr. FRANK Stives, Lansing, Mich.: Why would you apply the term mongolian spots to 
this lesion? Just because of similar histological observations? 

Dr. Epwarp P. Caw.tey, Ann Arbor, Mich.: These lesions are of the same nature as 
mongolian spots but differ as to location. 
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Dr. ArtHuR C. Curtis, Ann Arbor, Mich.: It also should be realized that such lesions 
have little tendency to become malignant, a different prognosis from that with melanoma. 

Dr. Avice E. Patmer: I believe that in this instance we should be sure to rule out the 
possibility of ochronosis. We should find out whether phenol poisoning has occurred. We 
should also test the urine for homogentisic acid. 

Dr. Lewis W. KirKMAn, Salt Lake City (by invitation): No homogentisic acid was found 
in the urine. 


Fixed Drug Eruption (Sulfonamide). Presented by Dr. ArtHuR C. Curtis and the 
staff of the Department of Dermatology, University Hospital, Ann Arbor, Mich. 


This boy has had repeated attacks of otitis media and fever during the past two years for 
which he has been given various sulfonamide preparations in doses up to 0.5 Gm. four times 
daily. About two years ago the parents first noted a small papule on the buttocks, and this 
has gradually increased to its present size, which is about 2% inches (6 cm.) in diameter. 
The two smaller lesions have appeared recently. Within 24 hours after sulfonamides have 
been taken the lesions become urticarial in appearance and itch intensely. Three or four 
days after discontinuance of treatment with the drug the lesions become quiescent, but the 
pigmentation persists. On the buttock is a round, slate-colored plaque about 2% inches in 
diameter. There are smaller though similar lesions in the vicinity of the large one. 


DISCUSSION 

Dr. KenNETH Moore, Flint, Mich.: The history leaves no doubt about the diagnosis, 
but I have never seen a fixed eruption from sulfonamides before. 

Dr. Epwarp P. Cawtey, Ann Arbor, Mich.: The patient’s father is a physician. He stated 
that the eruption flared after the administration of sulfathiazole, sulfanilamide and sulfapyridine. 
The worst reaction occurred after the use of sulfapyridine, and the lesion also flared after 
administration of diphenhydramine (benadry]®). 

Dr. JAMes R. Rocin: S. Peck (Compens. Med. 2:4 [Dec.] 1949) showed antigenic relations 
between sulfonamides and antihistamine drugs. 

Dr. Joun H. Cospane: Without this definite history, I should suspect antipyrine or other 
coal tar products which much more commonly cause fixed eruptions. Is it possible that the 
patient took such preparations at the same time? 

Dr. Lewis W. Kirkman, Salt Lake City: This possibility was investigated and ruled out. 
We also made sure that no sulfonamide-containing ointment had been applied to the skin. 


Guttate Xanthomatosis Secondary to Idiopathic Lipemia. Presented by Dr. EuGeNe A. 
Hanp, Saginaw, Mich. 

H. F., an unmarried white man aged 29, noticed a rash on the abdomen, trunk, arms and legs 
which has increased in severity for the past six or eight months. There have been no symptoms 
from this. The only treatment has been the administration of vitamin A by mouth, which has 
done no good. The patient states that he has gained 10 to 12 pounds (4.5 to 5.4 Kg.) in the 
last few months. He has been in perfect health otherwise. He is a star basketball player. This 
man has had pruritus ani, worse in the winter, for eight or 10 years. He has used various 
proprietary preparations without benefit for this. 

He was in the Army for three years during World War II. He was discharged on points 
and had no illness of any type. His admitting blood pressure was 110 over 70. His discharge 
blood pressure was 115 over 68. Examination of the urine was negative for sugar on both 
occasions. The patient may have had a similar rash before. 

There is no history of xanthelasma or xanthomas of any type in the family. There is no 
history of diabetes. 

There is a definite history of cardio-renal-vascular disease on the paternal side of the family. 
The patient’s father died of a cerebral accident at age 46. The paternal grandfather and grand- 
mother died of strokes in their sixties. 

The blood Kahn reaction was negative. Examination of the urine revealed no albumin or 
sugar on numerous occasions, both after fasting and at various times during the day. 
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Biopsy revealed guttate xanthoma (Dr. Edward P. Cawley). The fasting blood sugar was 
107 mg., and the results in the glucose tolerance test were normal. The basal metabolic rate 
was —14 per cent to —17 per cent. The fasting blood serum on centrifuging on numerous 
occasions was hyperlipemic or milky in character. 

Lipid studies on Jan. 6, 1950, gave the following results: cholesterol, 1,409 mg. (normal, 
170 to 210) ; free cholesterol, 589 mg., and lipid phosphorus, 16 mg. (14 to 17), with total lipids, 
1,880 mg. per 100 cc. (normal, 500 to 700). On January 15 there were 340 mg. of cholesterol, 
17 mg. of lipid phosphorus and 1,011 mg. of fatty acids, with total lipids of 1,351 mg. per 100 cc. 

Physical examination revealed a slightly overweight healthy white man. The blood pressure 
on numerous occasions has been 120 over 70 or lower. The heart was not enlarged, and there 
were no murmurs heard. The liver and spleen were not felt. The perineal skin was macerated 
and eczematous. Scattered over the shoulders, arms and trunk extending down on the legs 
(chiefly involving the extensor surfaces) were thousands of pinpoint-sized to pinhead-sized 
yellow papules. These were particularly common over the elbows, where the lesions were 
somewhat larger. The creases of the palms were yellowish. 


DISCUSSION 


Dr. Eucene A. Hanp, Saginaw, Mich.: Cases of xanthoma can be divided into two groups. 
The first group includes those cases in which, despite reports to the contrary, treatment at this 
time is useless. The centrifuged fasting blood is clear in this group, but hypercholesteremia is 
almost always found. In this group are the essential familial hypercholesteremia cases (Ann. 
Int. Med. 29:671 [Oct.] 1948). This is a familial condition in which the hypercholesteremia 
is inherited as an incomplete dominant. Most of the cases in these families are the so-called 
forme fruste type in which the hypercholesteremia is the only observation. Under adverse 
mating conditions such clinical entities as xanthelasma, xanthoma tuberosum, xanthoma planum, 
xanthoma tendinosum, xanthomatous deposits in the coronary vessels and xanthoma deposits in 
the large vessels may occur. 

Xanthelasma may occur with a normal amount of blood cholesterol. Dr. Jackson will make 
some remarks about this. Our group are in doubt as to whether xanthomatous biliary cirrhosis 
occurs in essential familial hypercholesteremia. This condition can usually be explained as a 
secondary xanthomatous change due to intrahepatic or posthepatic obstruction and therefore will 
be placed in group 2. We also believe that the group classified by Thannhauser as primary 
essential xanthomatosis of the normal cholesterolemic type, which includes disseminated xantho- 
matosis with or without diabetes insipidus, xanthoma of the bones and the Hand-Schiiller- 
Christian syndrome, probably has nothing to do with this first group. 

In the second group are those conditions in which the xanthomatous deposits will disappear 
if the primary cause can be cured. Thannhauser and others have called these secondary 
xanthomatoses. Usually the fasting blood on centrifuging is hyperlipemic or milky. The 
blood cholesterol is usually increased. In this group are xanthoma diabeticorum, secondary 
xanthomatosis in chronic pancreatitis, von Gierke’s disease, secondary xanthomatosis in lipid 
nephrosis and nephritis and idiopathic (familial) hyperlipemia with hepatosplenomegaly. Also in 
this group are secondary xanthomatosis from intrahepatic or posthepatic cirrhosis. In these 
conditions the increase in bile salts and phospholipids, both excellent detergents, prevents a fasting 
milky serum. Also in this group are those rare cases of secondary xanthomatosis due to hyper- 
cholesteremia associated with myxedema (J. Clin. Endocrinol. 4:13, 1944 and Arcnu. Dermat. 
& Sypu. 42:419, 1940). 

The case presented today and the similar case presented last year before this group represent 
a new syndrome called secondary xanthomatosis from idiopathic hyperlipemia. H. G. Irvin 
presented a similar case before the Minnesota Dermatological Society on April 12, 1935, diagnosed 
erroneously as xanthoma diabeticorum. The case I presented last year (ArcH. Dermat. & SyPH. 
62:328, 1950) and Irvin’s case certainly fit into this second group, as in both cases the xanthomas 
disappeared with a low carbohydrate, low fat diet. My patient lost 30 pounds (14 Kg.); the 
fasting serum became clear; the amount of cholesterol became normal, and the xanthomas 
completely disappeared. At this point my patient was urged to return to his original diet to see 
whether the condition would recur. As he enjoys his new figure he would only partly cooperate. 
His weight increased, and the hypercholesteremia returned, but to date no xanthoma lesions 
have returned. These cases will be the subject of a full report later. 
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We do not think that localized xanthoma deposits in inflammatory tissues and in true 
tumors have anything to do with these conditions. 


Dr. Raymonp S. Jackson, Ann Arbor, Mich. (by invitation): Blood lipids consist mainly 
of neutral fats, cholesterol and phospholipids. The latter may be likened to “detergents” which 
keep the others in a colloidal state. The difference between clear and milky serum is only in 
particle size. Serum with high lipid content may be clear. Secondary xanthomas have an acute 
inflammatory reaction. This type may be influenced by diet. It is not merely the absolute lipid 
values which count; also, the ratio may be upset between the various factors. 


Dr. ArtHur C. Curtis, Ann Arbor, Mich.: I was glad to hear Dr. Jackson’s remarks. 
I have always had the idea that the xanthomatous lesion is a foreign body reaction. Persons 
with myxedema, because of the high amount of blood cholesterol, in that disorder, should be 
prone to acquire xanthoma. After many years of search for a patient whose case would support 
that contention I have lately found one and would like Dr. Philpott to comment on the case. 


Dr. James Puiipott, Denver (by invitation): The patient referred to by Dr. Curtis has 
myxedema and typical lesions of xanthoma tuberosum. Of course we cannot rule out the 
possibility that he belongs to a family with essential hypercholesteremia and has superimposed 
myxedema. 

Dr. Raymonp S. Jackson, Ann Arbor, Mich.: Hyperlipemia with high cholesterol values 
may put a strain on the stabilizing phospholipids. If the patient’s hypercholesteremia is due to 
thyroid deficiency, the values should drop with thyroid medication. If they don’t one may 
conclude that the hypercholesteremia is probably on a hereditary basis. 

The following cases were also presented by Dr. Arthur C. Curtis and the staff of the 
Department of Dermatology, University Hospital, Ann Arbor, Mich. 


Morphea 

Gold Dermatitis and Rheumatoid Arthritis 

Nene Planus with Lymphadenopathy in a Negro (Lipomelanotic Reticulosis?) 

Bromoderma 

Lupus Erythematosus and Rheumatoid Arthritis: False Positive Serologic Reactions 

Selerema Neonatorum? Scleroderma? Acrodermatitis Chronica Atrophicans? In a 15 Month Old Infant 

Epidermolysis Bullosa 

A Case for Diagnosis: Lupus Erythematosus? Berlock Dermatitis? 

A Case for Diagnosis: Atrophoderma? 

Poikilodermatomyositis in a Young Child 

Lupus Eryt 

A Case for Diagnosis: Pemphig 

Dermatomyositis and Calcinosis’ 

Pemphigus Erythematosus 

Necrobiosis Lipoidica with Diabete: 

Periarteritis Nodosa, Diagnosed Clinically Only: History of Ingestion of Sulfonamides 
Dermatomyositis 

Neurofibromatosis in 1 Mother and Two Children: a Evidence of Tuberous Sclerosis in the Mother. 
Presented by Dr. EvGenr A. Hanp, Saginaw 

Arsenical Keratoses and Epitheliomas in a Case of Psoriasis. Presented by Dr. Cuester M. S1pett, Grand 

pids, ic 
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Linear Scleroderma. Presented by Dr. F. E. SENEAR and Staff. 


Acrosclerosis (Scleroderma). Presented by Dr. THEoporE CorNBLEET and (by invitation) 
Dr. D. Conen and Dr. D. MusGRAVE. 


A Case for Diagnosis: Scleredema Adultorum (Buschke?)? Presented by Dr. F. E. 
SENEAR and Dr. J. B. HAEBERLIN Jr. 


Scleredema Adultorum (Buschke)? Presented by Dr. F. E. SENEAR and Dr. J. B. 
HAEBERLIN JR. 


B. R. M., a 60 year old white man, first noticed slight redness and swelling of the skin 
about the eyelids early in December 1949 and can recall no recent acute febrile illness. 
On Dec. 15, 1949, he went to Florida on business, and shortly thereafter the redness and 
swelling of the eyelids became more pronounced and the swelling of the skin spread over 
the face, trunk and extremities. He was seen by two dermatologists in Miami and referred 
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to the Mayo Clinic. Their report follows: “Scleroderma and dermatomyositis were considered 
in the differential diagnosis, but these were ruled out on clinical and histopathological 
grounds. A biopsy from the right flank was reported by Montgomery as consistent with 
the diagnosis of scleredema. A diagnosis of scleredema adultorum, in addition to mild 
diffuse chronic nephritis and the possibility of gout, was made.” 

This patient was first seen by us on Jan. 23, 1950, with a generalized, firm thickening 
of the skin with absence of pitting on pressure and with slight violaceous erythema of the 
eyelids. On the forearms there were collections of large bullae with peripheral smaller 
vesicles. 

The picture at the periphery of these lesions suggested an intense lymphostasis as the 
cause of these lesions, and by Feb. 2, 1950, some of the larger bullae had developed an 
hemorrhagic element. 

Because of the patient’s weakness and discomfort, he was hospitalized. The temperature 
has shown a maximum elevation of 99.4 F., and the pulse rate has varied between 80 and 
100 at bed rest. The urine, on several occasions, has shown a reaction of from 1 to 3+ for 
albumin, with many granular casts and a negative sugar reaction. Studies of the blood 
chemistry showed elevation of the uric acid to 8.1 mg. per 100 cc., nonprotein nitrogen 
of 52 mg. per 100 cc. and a albumin-globulin ratio of 1.0, with total protein of 6.2 Gm. 
per 100 cc., with 3.1 Gm. of albumin and 3.1 Gm. of globulin. 

Since admission, the patient has become more comfortable and the intense edema of 
the forearms has subsided to some extent but similar lesions have made their appearance 
about the ankles. 

A biopsy section is presented. 


DISCUSSION OF PRECEDING CASES 


Dr. HamiLtton Montcomery, Rochester, Minn.: Dr. O’Leary has repeatedly emphasized 
that in the acute phases of scleredema, scleroderma and dermatomyositis a period of obser- 
vation may be necessary before one decides which condition is present. Our studies, including 
various laboratory tests, gave observations negative for scleroderma. Biopsy specimens, 
including specimens fixed in formaldehyde solution and another fixed in Carnoy’s fluid, 
revealed changes consistent with scleredema. There was definite edema of the collagen 
fibers and separation of some elastic fibers. McManus and Hotchkiss stains revealed no 
significant changes. The mucicarmine stain revealed definite presence of mucin. Dr. Senear 
wrote me about this case. Neither Dr. O’Leary nor I have ever seen bullae in scleredema 
adultorum. The section presented today by Dr. Senear revealed definite bullous formation 
beneath the epidermis and yet also showed edema between the collagen fibers such as one 
sees in scleredema. The specimens taken for biopsy both at the Mayo Clinic and at the 
University of Illinois showed a definite perivascular infiltrate throughout the cutis and 
especially about the sweat glands which is usually not present in scleredema. In view of 
the absence of any history of medicamentation of any type I believe that this case fits in 
both clinically and histologically with scleredema adultorum and that it is unique in that 
there is formation of bullae. There are other dermatoses, such as lichen planus and lupus 
erythematosus, where we exceptionally encounter bullous formation. 

Dr. ArtHUR C. Curtis, Ann Arbor, Mich.: In my experience this is a very rare 
disease. Despite the name, a majority of cases occur in children. From what Dr. Montgomery 
said about edema between the collagen fibers one would expect that bullous formation in the 
skin might be common, and yet I have never seen a case except this one in which it 
occurred. In children the disease is said to be self limiting and disappears without scar 
formation or deformity. I did not see a report on a basal metabolism test, which I think 
should be done to rule out myxedema. 


Acrodermatitis Chronicus Atrophicans (Unilateral). Presented by Dr. M. H. Esert 
and (by invitation) Dr. B. YarFFe. 


DISCUSSION 


Dr. STEPHEN ROTHMAN: I should like to call attention to the publication of Swedish 
authors on the beneficial effect of penicillin in this disease (Acta dermat.-venereol. 29:572 
[Oct.] 1949). 
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Lipid Proteinosis. Presented by Dr. STEPHEN ROTHMAN and (by invitation) Dr. Lypra 
MARSHAK. 
DISCUSSION 

Dr. Cart W. LaymMon: Most of the features which we expect in lipid proteinosis were 
present in this case: hoarseness appearing at birth, due to laryngeal involvement; sparse 
hair, and lesions on the tongue and oral mucosa. The papular and lichenified lesions which 
are usually present on the extremities were not obvious in this case. 

Dr. E. E. StennouseE: I saw this patient in 1942, when she first came to the University 
of Chicago Clinics. At that time she presented much more extensive involvement than she 
shows today. There was then extensive involvement of the buccal mucosa, lips, tongue, 
pharynx and vocal cords. She spoke in a hoarse whisper. At that time Dr. Dragstedt, at 
the University of Chicago Clinics, was developing lipocaic. The patient was given this 
drug in large doses, with slow but steady improvement. The extent of the improvement as 
noted today is remarkable. 

Dr. HAMILTON MoNnTGOMERY, Rochester, Minn.: The case I reported some years ago 
with Dr. Havens (Arch. Otolaryng. 29:650-661 [April] 1939) occurred after thyroidectomy. 
The patient has been seen repeatedly, without any appreciable change having taken place in 
his condition. He has not taken any lipocaic. 


A Case for Diagnosis: Early Mycosis Fungoides? Parapsoriasis? Presented by 
Dr. F. E. SENEAR and Staff. 
DISCUSSION 

Dr. H. R. Foerster, Milwaukee: I believe that the duration of 15 years without 
induration of any of the patches and the lack of subjective symptoms favor a diagnosis of 
the plaque type of parapsoriasis, although in some areas the inflammation is rather diffuse. 
There is less evidence in favor of the alternative diagnosis of mycosis fungoides. 

Dr. M. R. Caro: I think this is one case in which the clinical features are much more 
important in establishing a diagnosis than are the histological ones. Clinically I thought 
that this was a case of parapsoriasis on the way to becoming mycosis fungoides. I was surprised 
to see in the histological sections that the observations were almost diagnostic for psoriasis. 
The only thing to suggest mycosis fungoides histologically is the clumping of the cells in 
the upper part of the corium. 

Dr. HERBERT RATTNER: Canizares at one of the New York meetings recently presented 
four cases of parapsoriasis in which there had been improvement on treatment with calciferol. 
To judge from the discussion that was elicited, it was a rather striking presentation. It 
might be worth while to try calciferol in this case as a diagnostic aid. 

Dr. HAMILTON MontcGoMERY, Rochester, Minn.: When Dr. Burkhart and I reported 
the group of cases of parapsoriasis seen at the clinic (ArcH. Dermat. & SypH. 46:673-690, 
[Nov.] 1942) we found that the cases of parapsoriasis, especially the en plaque type, remained 
as such and did not develop into mycosis fungoides. Some cases of mycosis fungoides might 
simulate parapsoriasis though histopathological changes even in the beginning were those of 
mycosis fungoides. We disagree, therefore, with Keil, who has maintained that parapsoriasis 
may develop into mycosis fungoides. The histopathological section presented showed some 
changes suggesting psoriasis, but in addition there were, among other features, pyknosis and 
clumping of cells such as one sees in mycosis fungoides. It is known that mild premycotic 
forms of mycosis fungoides may persist for 10 or 15 years before the development of symptoms 
or signs of disease. 

Note.—The biopsy performed just before presentation presented the picture of parapsoriasis. 
: Another biopsy performed late in April showed the changes of mycosis fungoides, and some 
ra of the lesions were clinically showing more infiltration. 


A Case for Diagnosis: Erythema Perstans? Lymphoma? Presented by Dr. THEODORE 
CorNBLEET. 


H. K., a married white woman 29 years old, has had lesions on the arms for more than 
a year, coming soon after the birth of her second baby. They were preceded by itching 
and appeared one at a time as papules and then growing at the periphery. They never cleared 
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after their appearance. The patient takes acetylsalicylic acid occasionally and edrisal® (a 
preparation containing acetylsalicylic acid, acetophenetidin and amphetamine sulfate) about 
every other month for menstrual pain. The latter preparation has been taken during the 
last five months. 

On histological examination of the tissue taken from a forearm lesion, one observed a very 
dense lymphocytic perivascular infiltrate both superficially and deep in the corium. Immature 
forms or lymphoblasts were not visible in this section. However, the diagnosis of lymphoma 
was strongly considered. 

DISCUSSION 


Dr. STEPHAN RotHMAN: I should like to suggest the diagnosis of lupus erythematosus. 
The patient presents lesions rather characteristic for the so-called erythema perstans form. 

Dr. F. R. Scumiwt: About 5 per cent of cases of lupus erythematosis are characterized by 
this very type of lesion, without follicular plugging or atrophy. This condition exists for 
a varying length of time before there is any evidence of atrophy in the skin, the lesions being 
evanescent. Biett in France described this form of the disease many years ago. 

"Dr. F. E. SENEAR: We have a patient on the ward at present who is too ill to be 
presented here. She has lupus erythematosus of the chronic type on the face and on the 
extensor surface of the upper arms bilaterally. Her lesions are not exactly like these today ; 
rather, they are distinctly psoriasiform. I think that if we had seen her without the flexor 
involvement we would probably have made a diagnosis of psoriasis for these lesions, while 
those on the face suggested seborrheic dermatitis. I think there are a good many variants 
of lupus erythematosus. Dr. Rothman spoke of the type of lesion that we see on the face, 
usually in the malar region, and which we are inclined to refer to as erythema perstans. 
Dr. Oliver and I have seen many such cases and have always referred to them as erythema 
perstans, but if one follows them he sees that they sometimes eventuate as lupus erythematosus or, 
as Dr. Rothman said, sometimes as sarcoid. This patient could very well have lupus 
erythematosus. 

Dr. M. R. Caro: I think that on clinical grounds a diagnosis of lupus erythematosus can 
be entertained, but histopathologically there are certain requirements that are lacking. The 
section does not show liquefaction degeneration at the basal layer, atrophy of the epidermis 
or follicular dilatation, and, therefore, 1 do not see how that suggested diagnosis can he 
considered. The dense lymphocytic infiltrate about the blood vessels may indicate an early 
stage of one of the more serious forms of lymphoma. 


Lichen Planus Simulating Pityriasis Rosea. Presented by Dr. F. E. Senear and Staff. 


DISCUSSION 


Dr. M. R. Caro: I do not think there is any question about this condition being lichen 
planus at present, but, according to the history, when first seen the eruption was diagnosed 
as pityriasis rosea. I have seen at least three patients for whom I made the diagnosis of 
pityriasis rosea on the first visit and then a week later found that each lesion of pityriasis 
rosea had developed into a mosaic of tiny lichen planus lesions. The eruption in this form 
of lichen planus is widespread, and the course is comparatively acute. 


Erythema Multiforme? Lichen Planus? Presented by Dr. SamueL M. BLUEFARB. 


Mrs. L. S., aged 30 years, 314 years ago, when three months pregnant, was struck by a 
car; she had a miscarriage one month later. During the following six months she gradually 
lost weight and became nervous and irritable. Seven months after the accident she acquired 
an acneform eruption of the face and was given three roentgen ray treatments. After 
the third treatment she manifested a rash over the entire body which was diagnosed by a 
dermatologist as pityriasis rosea. She was treated with ultraviolet rays and after several 
treatments acquired pustular lesions in the groins and vulvar area. A month later she was told 
by a physician that she had a kidney infection and was given penicillin injections. The 
following month she noted “little white sores” on the mucous membranes of the mouth and 
a dermatitis of the trunk. Another dermatologist made a diagnosis of lichen planus and 
gave her roentgen ray therapy and sedatives. She was then given an arsenical bismuth 
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compound; after the sixth intramuscular injection she became acutely ill and the skin turned 
dark. She then consulted another dermatologist, who painted the mouth and vulvar lesions 
with methylrosaniline chloride. A mouth smear was done at that time, and the diagnosis 
of moniliasis was considered. In May 1948 bullous lesions first appeared on the skin and an 
internist considered the eruption to be neurodermatitis. The patient was hospitalized, and coma, 
lasting for six days with fever as high as 107 F., developed. Alternate hot and cold packs 
and epinephrine were given, and when she awoke, on the sixth day, the lesions had 
disappeared but there was generalized crusting of the skin. The crusts eventually disappeared, 
and the patient was discharged from the hospital. Six weeks later, however, the eruption 
recurred, with predominance of the mouth and vulvar lesions. The diagnosis of pemphigus 
was then considered by another dermatologist, and the patient was given acetarsone (stovarsol®). 
After the second course of this treatment the pruritus became more intense and the mouth 
lesions more pronounced. The patient was then given aureomycin, after the administration of 
which she manifested a pustular eruption; use of the drug was discontinued. About six 
months ago, after the ingestion of tuinal® (a combination of equal proportions of secobarbital 
sodium and amobarbital sodium), she acquired lesions on the dorsal surfaces of the hands 
and legs. She was hospitalized, and the condition responded favorably to bed rest, administration 
of adrenal cortex preparation and injections of insulin. Two days ago, after the ingestion 
of % grain (30 mg.) of secobarbital (seconal®), there was a recurrence of a fixed drug eruption 
on the backs of the hands, vulvar area and face. In addition to the drugs mentioned the 
patient has also received, intravenous injections of calcium as well as estrogens, undecylenic 
acid and a high vitamin diet. 

Physical examination reveals the skin, particularly that of the palms and soles, to be 
thickened and dry. There is an irregular brownish pigmentation of the trunk and lower 
extremities. The skin of the face is irregularly mottled with variously sized maculopapular 
violaceous lesions. Similar lesions are present on the upper extremities. Irregularly sized 
symmetrically distributed, sharply demarcated, crusted and denuded lesions are present over 
the body. Similar crusted, exfoliating, fissured and bleeding areas are present over the 
extremities, and the popliteal areas are macerated and infected. Numerous vesicular and 
pustular lesions are present over the trunk. There is an atrophic reddened area on the 
occiput and a similar patch, 6 cm. in diameter, over the sacral area. The nails are thickened 
and longitudinally striated and have shed completely on three different occasions. The lips 
are crusted, and the mouth is opened with difficulty. The tongue and buccal mucosa show 
white patches and denuded areas, and the mucous membranes of the hard and soft palate are 
similarly denuded. The buccal mucous membranes show many eroded areas, ruptured bullae 
and evidence of crusting. The skin of the trunk shows increased pigmentation, with crusted 
lesions, and the skin at present is dry and fissured. There is no superficial lymphadenopathy. 

There are several dry, white plaques, similar to the mouth lesions, present on the labia 
minora and inner aspect of the labia majora. There is an eroded area on the left labium 
minus which measures 1.5 by 1.0 cm. The mucosa of the cervix appears normal. The labia 
minora are greatly edematous and hyperemic. 

Examination of the urine did not reveal albumin or sugar. The serologic reaction of the 
blood (Kahn) was negative. There were 3,700,000 red blood cells, 12 Gm. of hemoglobin and 
11,150 white blood cells, with the following differential count; polymorphonuclear leukocytes, 
68 per cent; lymphocytes, 18 per cent, and eosinophils, 14 per cent. There were 422,650 platelets. 
Results of blood chemistry studies were as follows: nonprotein nitrogen, 25.8 mg. per 100 cc.; 
blood sugar, 47 mg. per 100 cc., and total serum protein, 6.32 Gm. per 100 cc., with 3.0 Gm. 
of albumin and 3.32 Gm. of globulin. Culture of material from the mouth revealed candida 
albicans. 

A histological slide, of material removed from the vulvar area, is shown. 


DISCUSSION 


Dr. F. E. SENEAR: It was rather interesting that today we had' two patients showing 
the same thing. One patient was originally seen by the late Dr. Oppenheim, who made the 
diagnosis of pityriasis rosea. She was subsequently seen by Dr. Hetreed and Dr. Lawless, 
each of whom made a diagnosis of lichen planus. Lichen planus is often seen beginning 
in the early stages with a Christmas-tree-like arrangement as in pityriasis rosea. 
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Dr. M. J. ReuTEeR, Milwaukee: The repeated attacks involving the vulva and other 
areas suggested dermatitis medicamentosa, which I believe is the likely diagnosis. 

Dr. H. R. Foerster, Milwaukee: It is possible that this case may belong in the group 
that Dr. Costello reported under the diagnosis of erythema bullosum malignum. Most of his 
cases were seen in a contagious disease hospital and had been mistaken for exanthematous 
diseases because of the stormy onset with high fever, prostration and severe dermatitis. We 
recently observed a case of this type in which the patient exhibited an exanthematous onset 
with fever, conjunctivitis, stomatitis and a morbilliform eruption which became vesicular 
and then bullous and pustular and ran a protracted course with much residual hyperpigmentation. 
The present patient said that she had had a febrile reaction with generalization of the 
eruption and that at that time she was not taking medication. There is, however, a history 
of arsenic and bismuth medication subsequently and prior to the appearance of the present 
active lesions and the pigmentation. In support of a diagnosis of erythema multiforme in the 
case presented today is the history of recurrent attacks of bullous lesions on the genitalia, 
lips and mouth. I believe this case belongs in the erythema multiforme group. 

Dr. A. L. WeEtsH, Cincinnati: I should like to suggest that this patient probably has 
a drug eruption. My associates and I have seen two cases with comparable lesions on the 
oral mucosa through repeated episodes produced by drugs. The condition of one patient, 
whom Dr. Montgomery has seen, was diagnosed as pemphigus at two clinics and at two 
large dermatological meetings. That patient has been followed for 12 years. He is sensitive 
to phenobarbital. The other patient is sensitive to antipyrine. These two patients presented 
lesions which appeared identical with those exhibited by the present patient. Both of our 
patients, as does this one, had extensive lesions which were persistent for long intervals 
but which objectively did not quite fit any of the other known entities. 

Dr. SamMuEL M. Biuerars: Last week my associates and I considered that the most 
probable diagnosis in this case was bullous lichen planus. We gave the patient secobarbital, 
Y4 grain tablet, and after its administration the eruption appeared on the feet. ‘Therefore, 
I now believe we are dealing with a bullous erythema multiforme type of eruption. 


Symmetrical Epidermal Nevus. Presented by Dr. E. A. Ontver, Dr. Jutrus E. 
GINSBERG and (by ‘invitation) Dr. CHARLEs R. Erwin, Department of Dermatology, 
Hines Veterans Administration Hospital, Hines, Iil. 


DISCUSSION 


Dr. Jutrus E. Ginsperc: A picture of this patient, which was taken when he was 
11 years old, appears in the recent textbook of dermatology by Ormsby and Montgomery. 
Since the patient is now 57 years old, the picture was taken 46 years ago. Some of the lesions 
seem to have disappeared, but the distribution is still essentially the same. 

Such epidermal nevi are usually linear and have been described as nevus linearis and the 
zoster form of epidermal nevus. This one is extensive and probably very rare. The micro- 
scopic picture is certainly typical of epidermal nevus. 


Congenital Ichthyosiform Erythroderma in a 3 Year Old Girl. Presented (by invitation) 
by Dr. M. C. Spencer, Danville, Ill. 


DISCUSSION 

Dr. Cart W. Laymon, Minneapolis: I agree with the diagnosis of congenital ichthyosi- 
form erythroderma although I think that there are some unusual features. In most cases 
of this disorder the flexor surfaces are more intensely involved than the extensors, unlike the 
situation here. There is usually a rather heavy scale in the scalp and an oily seborrhea 
of the face. Neither of these features is present in this instance. 

Dr. STEPHEN RorHMAN: I agree with the diagnosis as presented. The so-called form 
fruste is rather common and may not show all the characteristic localizations of the fully 
developed form. The most characteristic sites of involvement, as contrasted with ichthyosis 
vulgaris, are palms, soles and antecubital and popliteal fossae. 

Dr. M. C. SpENcER, Danville, Ill. (by invitation): The main reason for presenting this 
patient is the desire to get suggestions for her future care. It so happens that she is the 
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only child of young parents and they are in position to follow a recommendation to move to 
a different part of the country if necessary. In the few other cases that I have seen such 
a recommendation has been made, but I never have had the opportunity of seeing a case 
after such a move. I notice that Dr. Laymon’s patient (Arcu. Dermat. & Sypu. 57:615, 1948) 
who was in Los Angeles apparently had an exacerbation after a while. 

The sweating of this child is definitely decreased. I have no access to a fever-producing 
machine, but locally over certain areas of skin we noticed that exposure of 20 minutes to 
170 F. elicited no perceptible sweating. On the other hand, pilocarpine given subcutaneously 
produced sweating over all the areas except the palms and soles. 

In view of the fact that the mother has insisted that the child is better in the summer 
months I am wondering whether or not it would be a good idea to recommend a change 
in environment. 


Neurofibromatosis. Presented by Dr. H. Harotp Roprn, South Bend, Ind. 


C. W., a 2% year old white female child, was first seen by me on Jan. 27, 1950, because 
of her parents’ concern resulting from the development of multiple small “growths” on the 
child’s chest and back. The first lesions were noticed on the chest six months ago, and since 
then, week by week, new lesions have developed rapidly until the entire chest and back 
have become covered. There have been no subjective symptoms associated with this eruption. 

The dermatological examination reveals 100 or more small cutaneous tumors involving 
the chest wall, the back, the shoulders, the neck and the eyelids. The tumors are firm, 
clear and semiglobular or soft, brown and pedunculated and measure from several millimeters 
to 0.5 cm. Pigmented macules—the so-called café au lait spots—are not observed. 

The general physical examination reveals a fully developed healthy female child. No 
evidence of other developmental defects could be found. Her medical and surgical history 
is essentially noncontributory. 

The family history fails to reveal the presence of neurofibromatosis in other members. 
The father has numerous pigmented nevi. 

Microscopic examination of a lesion revealed a tumor-like formation in the corium con- 
sisting of wavy fibrils, frequently in whorl formation. The observations were compatible 
with a histological diagnosis of neurofibromatosis. 


DISCUSSION 


Dr. S. W. Becker: I have never seen neurofibroma which has occurred in this particular 
form. Clinically the lesions look more like those of multiple benign cystic epithelioma. I 
thought the features of the microscopic slide were compatible with such a diagnosis. 

Dr. H. Harotp Roptn, South Bend, Ind.: This case presents an unusual clinical picture, 
and the diagnosis was based on the histological observations on one of the soft brown 
tumors. It was felt that the presence of the wavy collagenous fibers in the corium was 
suggestive of neurofibromatosis. 

The suggestion of Dr. Becker that this is a case of trichoepithelioma must be given careful 
consideration; however, in my limited experience I have never seen soft, brown, sessile 
tumors associated with that condition. 

Further biopsy of different lesions will be done, and this should help establish the correct 
diagnosis. 

Nore.—Histological examination of several lesions was made by Dr. Caro, and he reported, 
“This was a remarkable case of multiple basal cell nevi or hamartomas. The lesions were 
clinically benign, but histologically some were no doubt real epitheliomas.” 


A Case for Diagnosis: Generalized Granuloma Annulare? Presented by Dr. HERBERT 
RaATTNER and (by invitation) Dr. Harry Cope. 


DISCUSSION 


Dr. M. J. Reuter, Milwaukee: I considered the differential diagnosis of granuloma 
annulare because of the annular lesions on the extremities and also an unusual sarcoid. I 
did not see the sections. : 
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Dr. M. R. Caro: I saw the sections in this case before I saw the patient, and from 
the histological picture 1 made a diagnosis of sarcoid. After seeing the patient I think 
I would make a clinical diagnosis of granuloma annulare, but histopathologically I still 
think the condition is sarcoid. 

Dr. Hamitton Montcomery, Rochester, Minn.: Dr. Becker and I thought the histo- 
pathological changes were consistent with the diagnosis of granuloma annulare. There were 
many epithelioid cells, but there was relatively little evidence of pseudonecrosis. Foreign 
body giant cells or even Langhans’ giant cells can occur in granuloma annulare—hence, 
the older concept that this condition belonged with forms of cutaneous tuberculosis. 

Dr. ArtHur C. Curtis, Ann Arbor, Mich.: I should like to ask the histopathologist 
or the pathologist if he would accept a diagnosis of erythema elevatum diutinum. 

Dr. HAMILTON MontcoMery, Rochester, Minn.: Dr. Weidman's description of erythema 
elevatum diutinum gives an account of hyaline changes in the superficial vessels with migration 
of leukoctyes through and about the walls of the vessels. In other words, the histopathological 
picture was that of an acute process and not a chronic one such as was presented in this case. 

Dr. F. E. SENEAR: I was going to say just what Dr. Curtis did. From the standpoint 
of color the lesions do not look like granuloma annulare. Also, these are distinct elevated 
nodular lesions which are quite different in appearance from those of granuloma annulare, 
even though the histopathological picture is similar. It seems to me that it would be closer 
to the truth to call the disorder erythema elevatum diutinum than anything else. 


A Case for Diagnosis: Vogt-Koyanagi Syndrome, Incomplete? Presented by Dr. 
STEPHEN RoTHMAN and (by invitation) Dr. Frep V. Hauser. 


DISCUSSION 


Dr. ArtHur C. Curtis, Ann Arbor, Mich: The eye change in the Vogt-Koyanagi 
syndrome is an iritis. The patient today has a keratitis. 

Dr. S. W. Becker: According to Hague (Uveitis; Dysacousia; Alopecia; Poliosis, 
and Vitiligo; Theory as to Cause, Arch. Ophth. 31:520 [June] 1944), alopecia areata, followed 
by poliosis and vitiligo, occurs one to three months after the onset of uveitis in the Vogt- 
Koyanagi syndrome. This sequence of events does not correspond to that in this case. There- 
fore, I question the advisability of placing the present case in that group. 

Dr. STEPHEN RorHMAN: The case presented corresponds in all respects to the syndrome as 
reported by Lewis and Esplin (ArcH. Dermat. & SypH. 59: 526, 1949), except that our 
patient has keratitis and no iritis. This observation, of course, represents a remarkable 
deviation from the symptomatology observed so far. 


Mycobacterium Leprae Nodules Continuing to Form Nine Months After Commence- 
ment of Diasone® Therapy. Presented by Dr. THropore Cornsieet and Dr. D. 
CoHEN and (by invitation) Dr. S. Barsky. 


DISCUSSION 


Dr. F. R. Scumwr: I have one practical suggestion to make in this case. It is not 
unusual after sulfone treatment to find that there is a mutation of the type cf the disease. 
There is a change from the tuberculoid to the lepromatous type, with a change in the clinical 
type of lesion. It is not unusual for diasone® (disodium formaldehyde sulfoxylate diamino- 
diphenylsulfone) to be given for two or three years before there is improvement. I have 
found that, when the total glutathione is below 25 mg. per 100 cc. in the blood, giving 
glutathione to these patients helps the action of diasone.® It is advisable to give ascorbic 
acid, 400 or 500 mg. daily, along with the glutathione. 


Lipomelanotic Reticulosis. Presented by Dr. Hersert and Dr. H. Harorp 
Ropin, South Bend, Ind., and (by invitation) Dr. S. Barsky. 


DISCUSSION 


Dr. SAMUEL M. BLUEFARB: It has been my impression that the benign form of lipomelanotic 
reticulosis starts out as a contact type of dermatitis such as that shown by the psoriatic patient 
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presented last month by Dr. Schmidt. That man had lipomelanotic reticulosis of the lymph 
nodes after overtreatment of the psoriasis, and the lymph nodes returned to normal after 
treatment of the contact dermatitis. I believe we have a duplicate in the case shown today. 
There must be something in the make-up of these individuals which leads to the development 
of enlarged lymph nodes after a contact dermatitis, since we see many patients who are 
overtreated and never acquire lymphadenopathy. It is often necessary to hospitalize these 
patients and give fever therapy or send them to a warm climate. However, once the contact 
substance has been found and: removed, the patient will recover, since, in the early stages, 
the process is still reversible. 

Dr. H. Harotp Ropin, South Bend, Ind.: Dr. Bluefarb's suggestion that a chronic 
contact dermatitis precipitated this unusual reticuloendothelial response in this case is probably 
correct. However, lipomelanotic reticulosis has also been reported following lichen planus, 
psoriasis and exfoliative dermatitis. This condition may also occur as a primary condition. 
The attending staff of Cook County Hospital have observed several such cases over a 
period of 10 to 15 years, in several of which there has developed a form of lymphoblastoma 
such as Hodgkin’s disease or leukemia while in others there has been spontaneous clearing. 


Sponge Biopsy (Gladstone) of Basal Cell Epithelioma Checked with Punch Biopsy. 
Presented by Dr. James H. MITCHELL. 


The margin of the lesion on the left temple of the patient, who was to have been presented 
by Dr. Michael Ebert but who did not appear, was excoriated with a scalpel, and the gelfoam® 
sponge was vigorously applied by means of the Gladstone forceps. The gelfoam® was then 
fixed in a 10 per cent solution of formaldehyde and sectioned. 

The sponge biopsy sections showed numerous clumps of basal cells from which a definite 
diagnosis of basal cell epithelioma could be made without the aid of the punch biopsy. 

After the sponge biopsy, a punch biopsy was made by Dr. Bernard Yaffe, the sections 
of which are presented for comparison. 

DISCUSSION 


Dr. Hamittom MontcoMery, Rochester, Minn.: We are indebted to Dr. Mitchell for 
bringing to our attention the technic developed by Dr. Gladstone and showing that it is of 
definite value especially in regard to diagnosis of the lesions of the mucous membranes. I 
wonder whether it would also prove of value in such moist lesions as erythroplasia of the 
glans penis and moist epithelioma of the glabrous skin. 


A Case for Diagnosis: Generalized Pruritus, Cause Undetermined. Presented by Dr. STEPHEN ROTHMAN and 
Dr. Frep V. Hauser (by invitation). 

Melanosis and Hypertrichosis in Unilateral Distributi Presented by Dr. S. W. Becker. 

Lupus Erythematosus with Edema of Eyelids. Presented by Dr. SterpHeN ROTHMAN and (by invitation) 
Dr. Lypta Marsnak. 

A Case for Diagnosis: Gumma? Presented by Dr. M. H. Expert and (by invitation) Dr. V. Lear and 
Dr. D. Muscrave. 

Rendu-Osler-Weber Syndrome. Presented by Dr. Tuzopore CornsLeet and (by invitation) Dr. H. Scnorr 
and Dr. D. Muscrave. 

Lymphogranuloma Venereum and Generalized Dermatitis of Undetermined Causation. Presented by Dr. 
Herpert Rattner and Dr. Harotp Roptn, South Bend, Ind., and (by invitation) Dr. S. Barsky. 


CLEVELAND DERMATOLOGICAL SOCIETY 


Emerson Gillespie, M.D., President 
Herbert H. Johnson, M.D., Secretary 


Gerard A. DeOreo, M.D., Reporter 
Feb. 23, 1950 


A Case for Diagnosis: Poikiloderma? Presented by Dr. E. W. NETHERTON. 


F. B., an unmarried white woman aged 29, presents an eruption of six years’ duration. She 
has had Raynaud’s disease since 1945. 

The eruption, starting on the lower portion of the abdomen as erythematous pruritic papules 
and papulovesicles, spread slowly to involve the entire torso, neck, arms and legs. As new 
lesions developed at the periphery of the eruption, the older lesions disappeared, leaving small 
round, depressed, thin scars with telangiectasia, as well as larger scars with central depigmenta- 
tion and peripheral hyperpigmentation. Pruritus has been a distressing symptom. 


4 
if 
: 

| 
if 

I 

: 

— 

: 

a 


SOCIETY TRANSACTIONS 533 


The eruption is strikingly symmetrical and multiform, consisting of large areas of light 
erythema, depigmented scars with areolas of hyperpigmentation, telangiectasia, irregular, slightly 
scaly erythematous plaques and groups of acuminate follicular papules with hyperkeratotic 
spines. In depigmented areas there are small zones of hyperpigmentation about the pilosebaceous 
follicles. On the back and to a less degree elsewhere there are small varioliform scars. On 
the anterior surface of each thigh there are large areas of variegated hyperpigmentation. A few 
small erythematous round papules and papulovesicles develop from time to time at the periphery 
of the scarred areas. 

The Wassermann and Kahn reactions were negative. Results of urinalysis and the hemo- 
gram were normal. 

Three biopsy sections were studied: 1. A small papule from the right forearm showed 
hypertrophy of the epidermis, with hyperkeratosis and spotty parakeratosis. There was a 
small, fairly well defined area of necrosis in the midcorium, composed of degenerated collagen 
and polymorphonuclear leukocytes. 

2. A scarred area from the right shoulder showed areas of atrophy of the epidermis and 
liquefaction degeneration of the basal layer. Beneath these areas there was extensive subepider- 
mal edema and homogenization of collagen in the upper part of the corium. 

3. An erythematous scaly area from the left shoulder, which resembled discoid lupus erythe- 
matosus, showed essentially the same changes as observed in the second biopsy specimen, except 
for more extensive subepidermal edema and homogenization of collagen and the presence of 
follicular plugging. 

Four superficial roentgen ray treatments given at the onset of the eruption, intramuscular 
injections of bismuth and arsenicals and vitamin therapy have not been helpful. 


DISCUSSION 


Dr. J. R. Driver: I favor a diagnosis of poikiloderma which will ultimately become a 
lymphoblastoma. 

Dr. Emerson Gittespre: Do you mean that all these cases become lymphoblastoma or 
that you think this one will? 

Dr. J. R. Driver: No, not all, but certainly a large percentage do. 

Dr. Gerarp A, DeOreo: I think that many of the original lesions have the configuration 
one expects to find in lichen sclerosus et atrophicus, which I think is a possible diagnosis, 
particularly since this woman has Raynaud’s disease. The two disorders frequently occur in the 
same person. 

Dr. J. R. RauscuKois: I was impressed with the possibility of a vascular phenomenon, 
such as periarteritis nodosa, in this case. I think this condition falls into the group of acro- 
dermatoses. The patient has peripheral changes on the fingers on the left hand—necrosis and 
pain of throbbing character—and she has subcutaneous infiltration and edema simulating 
scleroderma with dermatomyositis. 

Dr. G. M. Stroup: I was interested to learn that this patient’s condition was aggravated by 
sunlight. 

Dr. E. W. NETHERTON: There are several very interesting things about this patient. First, 
the eruption is strikingly symmetrical, with multiform lesions. There are the large white scarred 
areas and the small scars. Other areas have large sheets of thickening, which clinically we 
consider to be scars. In this area you will find follicular plugs, which histologically showed 
hyperkeratotic plugs. Around the follicles is a rim of pigmentation. There are also the telangi- 
ectasias. There is hyperpigmentation beyond the areas. The patient has distinct papules, which 
seem to be the original lesions. Then she had the mucous membrane involvement, which is 
unusual and strikingly like the end result of lupus erythematosus. Certain areas suggest the 
possibility of a chronic type of lupus erythematosus. 

She does have a Raynaud-like syndrome. Her fingers are not as sclerotic as in acrosclerosis. 
There is really no sclerosis of the skin of the fingers. The patient has cyanosis and pain 
when exposed to cold, a picture which would fit in with a Raynaud-like syndrome. We cannot 
fit all of these observations into the simple category of an acrosclerosis. We felt that a tentative 
diagnosis of poikiloderma (which we assume is not a distinct disease entity but is a clinical 
picture which may occur in several types of dermatoses) was justified. 
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Dr. Joun R. HasertcK: We thought the histological changes would probably give us the 
diagnosis here, but instead they served only to emphasize the differences in clinical judgment. 
The homogenization was certainly as extreme as we find in some cases of lichen sclerosis et 
atrophicus. On the other hand, there were features of lupus erythematosus of the chronic variety. 
There have even been cases reported of poikiloderma with features similar to lupus erythema- 
tosus. So, though the histological sections are extremely interesting and unusual, unfortunately 
they did not really help us much as far as making a clinical diagnosis is concerned. 


Acute Disseminated Lupus Erythematosus Without Skin Lesions, Diagnosed by 
Positive Observations in L. E. Test. Presented by Dr. Jonn R. HASERICK. P 


Mrs. R. S., aged 23, was admitted to the Cleveland Clinic Hospital on Feb. 17, 1950. In 
October 1948 she noticed the sudden onset of pains, swelling, heat and redness of the inter- i 
phalangeal joints of both hands. The swellings later involved the wrists and knees. Her 
temperature increased to 102 F. In February 1949 she was admitted to another hospital, where i 
a diagnosis of rheumatoid arthritis was made. A complete remission was noted in April, after § 
the use of gold and salicylates. In October 1949 joint pains and swellings again recurred and 4 
temperature elevations to 104 F. were noted. Pleural effusion developed in the right side of | 
the chest; 5,000 cc. of fluid was removed therefrom. 

The past history reveals the repeated occurrence of vesicular lesions on the upper lip on 
exposure to sun or ultraviolet radiation. 

Laboratory studies on the patient’s admission to the Cleveland Clinic revealed a positive ees 
reaction in the L. E. test. The hemoglobin was 14 Gm. per 100 cc., and the leukocyte count was g ; 
6,000. A roentgenogram of the chest revealed a right pneumothorax with pleural effusion. A ‘ 
trace of albumin was noted in the urine. The serum proteins totaled 7.6 Gm. per 100 ml. The 3 
albumin was 2.3 and the globulin 5.3 Gm. per 100 ml. The sedimentation rate was 0.8 ml. per s @ 
minute (normal, 0.45). The blood urea nitrogen was 24 mg. per 100 ml. An electrocardiogram 
revealed no diagnostic changes. 

Since the patient’s admission to the hospital 1,000 cc. of straw-colored fiuid has been 
removed from the right side of the chest, with pronounced improvement in respiration. The 
temperature has been 102 to 103 F. The spleen is enlarged. 


Acute Disseminated Lupus Erythematosus, with Negative Results of L. E. Test 
Turning Positive after Treatment with Cortisone. Presented by Dr. Joun R. : 
HASERICK. 


Mrs. C. F., aged 29, was first seen at the Cleveland Clinic on Jan. 19, 1950. After a sore 
throat on Oct. 1, 1949, she noted progressive weakness, severe headaches and the onset of an 
eruption over the bridge of the nose. This spread to involve the entire face and neck. A 
severe and persistent cough, which was associated with blood-streaked sputum, developed in 
December 1949. The patient was hospitalized at another hospital, where she was found to have 
anemia, leukopenia and infiltration of the apex of the right lung. A diagnosis of acute dis- f 
seminated lupus erythematosus was made. | 

The past history revealed frequent sore throats, but was otherwise noncontributory. The 
menstrual history was normal. There was no history of involvement of the joints. 

Physical examination on admission revealed the temperature to be 101.4 F. The pulse rate 
per minute was 100. The blood pressure was 90/70. A diffuse erythema was noted over the 
entire face and neck. The hemoglobin varied from 12.5 Gm. on admission to 10 Gm. per 100 cc. 
on Feb. 1, 1950. The leukocyte count was 11,900 on January 19 and 3,900 on February 10. The 
results of the L. E. test were repeatedly negative on the first three days of admission but 
turned positive on Feb. 1, 1950. The blood urea nitrogen was 231 mg. per 100 cc. on admission 

| and gradually dropped to 87 mg. per 100 cc. on February 17. The urea clearance was 7 per cent 
rs on admission and improved to 29 per cent. These changes were coincidental with the administra- 
tion of 100 mg. of cortisone daily. Cortisone therapy was discontinued on Feb. 20, 1950. 

The patient was at the point of death prior to the administration of cortisone. There was 
extensive pulmonary edema and effusion, as well as massive ascites. These conditions have 
improved to a large extent at the time of presentation. A chart showing a correlation between 
the laboratory and clinical data is presented. 
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DISCUSSION OF PRECEDING TWO CASES 

Dr. H. N. Core: Did the patient without skin lesions have Hargraves cells? 

Dr. J. J. Stewart: A patient was observed who was very similar to the first one, with no 
skin lesions except a little malar flushing and erythema around the small toes. There was no 
leukopenia or albuminuria. There was persistent moderate fever. Hargraves cells in great 
numbers were found in the sternal marrow. This patient, like the second one presented today, 
was given cortisone and is now able to get out of bed and objectively and subjectively is 
improved. Recent marrow punctures have not revealed any Hargraves cells. 

Dr. Joun R. Haserick: I presented these two cases to bring out certain points about the 
L. E. test. 

The second patient (Mrs. C. F.) gave us the first false negative result that we have seen. 
We all agreed that she had acute lupus erythematosus because of the striking clinical appearance. 
However, the L. E. test had negative results on three occasions. The patient responded 
dramatically to cortisone therapy, and in a week a repeated L. E. test to our surprise gave a 
positive reaction; results have been positive ever since. 

Just a word about cortisone. Last night one of the nine patients with lupus erythematosus 
whom we have treated so far this year died. She had received more cortisone than any other 
patient, without the slightest response. She had had a positive result on the L. E. test since April 
of last year. 

Dr. J. R. Driver: Do you think that ACTH would be just as effective as cortisone? 

Dr. Joun R. HaAsertck : It does seem to be, although there have been some failures. Elkington 
has reported some failures in The Journal of the American Medical Association. 


Primary Macular Atrophy (Anetoderma of Jadassohn) Associated with Pregnancy. 
Presented by Dr. Gerarp A. DEORE. 


P. V., a white woman aged 25 years, first noted red spots the size of a “match head” on her 
left arm about three months ago, the first month of her pregnancy. After about two or three 
weeks these spots became white and the skin was noticeably loose over them. New lesions have 
continued to appear over both arms and on the trunk and more recently on the thighs. 

The family and past personal histories are irrelevant. 

: This woman's first pregnancy (with delivery eight months ago) was normal. There were 
no skin eruptions of any nature. 

The patient is a well developed and well nourished, moderately obese white woman. The 
blood pressure is 98/62. There are a few scattered, pinhead-sized, erythematous macules with 
a fine scale on the arms and trunk. In addition, there are numerous normal-colored nummular 
protrusions of the skin, which can easily be inverted by gentle pressure of the finger. The older 
lesions have fine telangiectasia on the surface. There are no signs of von Recklinghausen’s 
disease. There are no lineae distensae over the abdomen or breasts. 

Results of urinalysis and the hemogram were normal. A serologic test for syphilis gave a 
negative reaction. 

The section showed skin which had been cut obliquely. The epidermis was moderately thin 
in places. Just beneath it, in the superficial portion of the cutis, there was a zone which was 
moderately edematous. Deeply, there was proliferation of the cells of capillary walls and a 
fairly pronounced pericapillary infiltration of lymphocytes and fibroblasts. There were focal 
areas of edema in which the connective tissue fibrils were attenuated and spread apart. 

The elastic Van Gieson stain showed scant elastic fibers in the cutis, especially beneath one 
part of the epidermis. The elastic fibers present were traced only for short distances. 


DISCUSSION 
Dr. Gerarp A. DeOreEo: This apparent paradox interested me: here is a pregnant woman 
who in spite of rapid gain in weight did not acquire lineae distensae and yet did have a macular — 
atrophy of the skin; the biopsy showed interruption of the elastic fibers much like that seen in 
lineae distensae. No doubt the change in elastic tissue is associated with some alteration of the 
glands of internal secretion. 
Dr. G. M. Stroup: In the American Journal of Medicine, volume 7, there is an article 
which suggests that the hyperadrenalism induced by the use of ACTH alters elastic tissue. It is 
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interesting in this woman, too, that she acquired these lesions during pregnancy, when we expect 
an increase of adrenal function. 


Familial Idiopathic Methemoglobinemia; Secondary Syphilis. Presented by Dr. NorMAN 
Ase, Dr. Paut Curvincton and Dr. WILLIAM SPILLER, service of Dr. J. E. RAUSCHKOLB. 


Mrs. R. M., a 39 year old married Italian woman, was first seen by us in September 1948, on 
her second admission to the hospital within a 16 month period for the treatment of secondary 
syphilis. 

The family history reveals that seven children were born to presumably normal parents. The 
first four siblings were cyanotic from birth. One was the twin sister of this patient and died 44 
days post partum of unknown causes. Another, the youngest of the four, remained cyanotic until 
her death from unknown causes at the age of 34 in Italy. A brother, aged 37, was also found 
on investigation at Cleveland City Hospital to have congenital methemoglobinemia and rheu- 
matic heart disease. 

The patient’s five daughters, ages 21, 19, 16, 13 and 11, show no evidence of congenital 
methemoglobinemia, but four are now being treated for syphilis at Cleveland City Hospital. 

Examination reveals an Italian woman 39 years of age with pronounced cyanosis of the lips, 
lids, mucous membranes and finger nails, with a bluish, dusky color to the entire skin. There are 
scattered over the body healing, macular, scaling lesions of secondary syphilis. There is no 
evidence of cardiac enlargement or signs of cardiac failure. A systolic murmur is audible over 
the pulmonic area. The blood pressure is 110/78. 


DISCUSSION 


Dr. Norman AseL: This is an exceedingly rare disease, and the literature on the subject 
is very scarce. There are only 16 cases of methemoglobinemia reported in the literature. This a 
case was worked up by members of the medical department at Cleveland City Hospital and 
was published last year. It is the first known case of the familial type of congenital methemo- 
globinemia that has been reported in the United States. All the others have been from European 
countries. The patient herself has five daughters, none of whom show any evidence of congenital 
methemoglobinemia. 


Lichen Sclerosus et Atrophicus; Balanitis Xerotica Obliterans. 
ALLEN WALKER. 


Presented by Dr. 


H. S., a 27 year old white married man, first noted the onset of a spotty white eruption on 
the anterior portion of the chest 14 years ago, after a severe sunburn. At this same time he also 
acquired a few similar lesions on the glans penis. All have gradually increased in size, and 
several seem to have coalesced, forming plaques. There has been no pruritus, and the patient has 
felt well. 
Eight years ago the patient had a circumcision performed for severe phimosis. At the time of 
operation many adhesions of the prepuce to the glans were found. The patient has never had 
urethritis or noted any diminution in the size of the stream. 
The general health has been good. No other members of the family have had a similar 
eruption. There are no allergic manifestations in the family. 
On the chest, just lateral to the midline and in the infraclavicular region on the right side, 
are scattered chalky white spots, varying from lesions of 1 mm. to one plaque which measures 
over 2 cm. in diameter. The surface is very smooth, crinkles and is atrophic. There is no 
elevation, and at times there appears to be a very slight thin border of erythema. No pigmented 
spots can be distinguished, nor are plugged follicles noted. There are a few lesions in the right 
supraclavicular region. On the penis are two discrete, whitish, somewhat atrophic patches; one is 
on the glans and the other on the distal area of skin over the shaft. There has been a circum- 
Pa cision, and one margin is adherent to the glans penis. 
The histological examination revealed a section of skin which showed in one portion moderate 
hyperkeratosis and pronounced thinning of the epidermis. The rete pegs were flattened, and the 
superficial portion of the corium revealed homogenization of connective tissue. In the deeper part 
there was a moderate lymphocytic infiltration. There did not appear to be any remarkable 
change in the blood vessels. 
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DISCUSSION 


Dr. Gerarp A. DeOreo: I think this is a very illustrative case. If this patient did not 
have lesions of lichen sclerosus on his body, it would be difficult to make the diagnosis as to the 
cause of the balanitis. This situation is analogous to that found with kraurosis vulvae, namely, 
lichen sclerosus of the genitals with involvement of glabrous skin as well. 


Dr. Joun R. Hasericx: I should like to hear an expression of opinion as to whether or not 
the group thinks balanitis is really a separate entity or just a variation of lichen sclerosus. 

Dr. ALLEN E. WALKER: My feeling is that the disorder is all one and the same process. 
The only reason I added the other diagnosis was that, if one were looking just at the penile 
lesions, the picture would fit in with the diagnosis of balanitis. Laymon and Freeman in 1949 
and 1944 (Arcu. Dermat. & SypH. 49:57, 1944) mentioned a group of cases in which there 
was a relationship of the two. Montgomery and Hill (Arc. Dermat. & SypH. 42:755, 1940) 
presented a series of cases of lichen sclerosus including those of eight male patients, one of 
whom had penile lesions. They felt that the manifestations were of one and the same disease. 


Dermatitis Herpetiformis. Presented by Dr. Georce H. Curtis. 

Senear-Usher Syndrome. Presented by Dr. Joun R. Hasericx. 

Lichen Planus. Presented by Dr. Emerson GILLESPIE. 

Pemphigus Vulgaris (Mucous Membrane). Presented by Dr. E. W. NETHERTON. 

A Case for Diagnosis: Purpuric Pigmented Lichenoid Dermatitis of Gougerot and Blum? Presented by Dr. 
Gerarp A, DeOreEo. 

Sarcoid (Boeck). Presented by Dr. Gerarp A, DeOreo. 

A Case for Diagnosis: Erythema Elevatum Diutinum or Granuloma Annulare? Presented by Dr. ALLen E. 
WaLckER and Dr. Pavut C. Crone (by invitation). 

Lymphoblastoma with Intense Generalized Pruritus. Presented by Dr. E. W. NETHERTON. 

Periarteritis Nodosa. Presented by Dr. E. W. Netherton. 


Emerson Gillespie, M.D., President 
Herbert H. Johnson, M.D., Secretary 


Gerard A. DeOreo, M.D., Reporter 
March 23, 1950 


Erythema Figuratum Perstans. Presented by Dr. Gerarp A. DeOreo, Dr. NoRMAN ASEL, 
Dr. Paut Cuivincton and Dr. WILLIAM SPILLeR (service of Dr. J. E. RaAUSCHKOLB). 


J. Z., a white man aged 43 years, first noticed a skin eruption on his left buttock in February 
1950. The lesion has remained unchanged since then. It does not itch and is not painful or 
tender. The patient has advanced pulmonary tuberculosis. 

On the left buttock there is an irregular, oval, scaly, slightly hyperpigmented area measuring 
about 3 by 5 inches (7.5 by 12.5 cm.) On the superior half of this area there is a serpiginous, 
firm, pink border, which is elevated by 1 to 2 mm. and is 3 mm. in width. The scaling ceases 
at the inner edge of this border. At the inferior margin of the involved area there are two small 
pink papules, one of which is annular. 

The blood Kline and Wassermann reactions were negative. The results of urinalysis and 
the hemogram were within normal limits. Repeated sputum examinations have been positive 
for tubercle bacilli. A chest roentgenogram was interpreted as showing far advanced pulmonary 
tuberculosis with cavitation on the left. Culture and direct examination of scrapings from a skin 
lesion revealed no fungi. 

Histological examination showed relative hyperkeratosis and a slight perivascular round cell 
infiltrate in the upper part of the corium. 

No treatment has been used for the skin condition. Bed rest has been the therapy for the 
pulmonary tuberculosis. 


DISCUSSION 


Dr. J. A. Game: I should like to propose the name of erythema gyratum because the 
condition is of only several weeks’ duration, and erythema figuratum perstans is supposed to 
be of long duration. ~ 

Dr. L. L. Praver: I should suggest treatment with either penicillin or aureomycin. Recently 
I had a case, of nine years’ duration, which responded to the use of one or both of those. 

Dr. WitttAM SpIL_er: The lesions have not changed much since the man was first presented. 

However, one of the small papules has increased centrifugally. There is no history of drug 
ingestion. 
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Dr. H. J. Parkuurst: I would accept the diagnosis of congenital ichthyosiform erythro- 
derma of the bullous variety. In that connection, I have been following a case in Toledo for 
years, a man who is now thirty years old. When I first saw him twenty-some years ago (in 
fact, he was presented at one of the Cleveland meetings over twenty years ago), he had exactly 
this same type of skin condition, which has gradually improved throughout the years, with only 
bland ointments used locally. For the last ten years he has been a sailor on the Lakes. I have 
seen him occasionally and the condition is very much improved and has cleared up almost 
entirely. 


Mycosis Fungoides. Presented by Dr. E. W. NETHERTON. 

Mycosis Fungoides. Presented by Dr. Norman AseEL, Dr. Paut Cuivincton and Dr, WILLIAM SPILLER 
(service of Dr. J. E. RauscuKoLs). 

Lupus Vulgaris. Presented by Dr. Gerarp A. DeOreo, Dr. Norman Aset, Dr. Paut CHIvincton and Dr, 
SPILLER (service of Dr. J. E. RauscuKo.s), 

Pemphigus Foliaceus. Presented by Dr. Norman Aset, Dr. Paut Cuivincron and Dr. WILLIAM SPILLER 
(service of Dr. J. E. RauscuKors). 

Linear Scleroderma. Presented by Dr. Norman Aset, Dr. Paut Cuivincton and Dr WILLIAM SPILLER 
(service of Dr. J. E. RauscuKoLs). 

Von Recklinghausen’s Disease. Presented by Dr. ELprep B. HEISEL. ! 

Lupus Vulgaris. Presented by Dr. Norman Aset, Dr, Paut Cuivincton and Dr. WILLIAM SPILLER x 
(service of Dr. J. E. RauscuKoLs), 

A Case for Diagnosis: Leukemia, with Verrucous Plaques on the Legs? Presented by Dr. Gerarp A, DEQOREO, 
Dr. NormMAn AseEL, Dr. Paut Cuivincton and Dr. WILLIAM SPILLER (service of Dr. J. E. RAUSCHKOLB). R 

A Case for Diagnosis: Lymphoblastoma with Generalized Exfoliative Dermatitis? Presented by Dr. Norman : 
Ase, Dr. Paut CHIVINGTON and Dr. WILLIAM SPILLER (service of Dr. J. E. RauscHKOLs). 

Congenital Ichthyosiform Erythroderma. Presented by Dr. Gerarp A. DeOrEo, Dr. Norman AseL, Dr. PAuL 
CuIvincton and Dr. Spicer (service of Dr. J. E. RauscHKOLB). 

Chronic Discoid Lupus Erythematosus. Presented by Dr. Norman AseEL, Dr. Paut Cxivincton and Dr. 
(service of Dr. J. E. RavscuKors). 


BRONX DERMATOLOGICAL SOCIETY 
Charles R. Rein, M.D., Vice President, in the Chair ‘ a 
Henry Silver, M.D., Secretary 
April 20, 1950 
Lymphangiosarcoma in Postmastectomy Lymphedema (Stewart-Treves Syndrome). k 
Presented by Dr. CHartes R. Retn, Dr. MAx JEssNeER and (by invitation) Dr. Freperick q 
G,. 
A. N., aged 54, had a radical mastectomy for adenocarcinoma of the left breast in 1942, fol- i 
lowed by roentgen ray and radium treatment. Shortly after the operation there developed edema i 


of the left arm. In April 1949 the patient noticed bluish nodules on the inner aspect of the left 
arm. An excised lesion was examined histologically and found benign. In September 1949 the 
patient came under the care of Dr. Rein. At that time she presented, apart from the radio- 
dermatitis of the previously treated area, a number of bluish cutaneous and subcutaneous nodules 
on the inner aspect of the left arm. The number and size of these nodules increased during the 
following weeks. 

Roentgenograms of the chest showed no abnormal observations. Roentgen ray treatment of 
a small group of lesions with 3,500 r by Dr. Milton Friedman elicited only insignificant response. 

In February 1950 the nodules had grown in size and new small lesions appeared. On March 
6, 1950, the left arm was amputated by Dr. A. Kaye. Small lesions have appeared recently on 
the chest wall. 

The histological slides were demonstrated and discussed by Dr. F. G. Zak. The histological 
appearance was characterized by proliferation of spindle-shaped cells, frequently forming vessels 
of capillary caliber. Larger sinusoids and solid portions were also seen. Secondary edema, acan- 


* thosis and crust formation were present in the larger lesions. An early lesion showed changes 
= i which would have been difficult to interpret had the diagnosis not been known. The only differ- 
2 : ential diagnosis clinically and microscopically was Kaposi’s sarcoma. 

DISCUSSION 


Dr. Perry M. Sacus: It is practically impossible to differentiate microscopically the angio- 
sarcoma stage of Kaposi’s sarcoma from angiosarcoma, which is not related to Kaposi’s sarcoma. 
The error in the first place was to label the disorder not angiosarcoma but the Kaposi form of 
this condition. 


ts 
7 
¥ 
2 

t 
| 

i 

| 

a 


SOCIETY TRANSACTIONS 539 


Dr. Max Jessner: The histological differential diagnosis between Kaposi’s sarcoma 
and angiosarcoma can of course be difficult, if not impossible. In two of their cases Stewart and 
Treves made first an erroneous diagnosis of Kaposi's disease and stated, “without the history and 
with nothing but biopsy material from a small superficial lesion, we do not see how a diagnosis 
of Kaposi’s could be avoided.” After they accumulated enough evidence and recognized the 
syndrome, they came to the conclusion that these tumors are not Kaposi's disease but lymphangio- 
sarcoma, and I am of the opinion that one has to accept their view. 


A Case for Diagnosis: Sarcoid of the Lip? Presented by Dr. ALEXANDER A. FISHER. 


D. L., a woman aged 54, was born in Spain and in 1920 came to this country. The lesion 
appeared on the upper lip in January 1950. The patient was first examined at the Manhattan 
Eye, Ear and Throat Hospital in February 1950, at which time a biopsy was performed and a 
diagnosis of xanthofibroma made from the section. Another biopsy was made on March 4, 1950, 
and at that time a diagnosis of sarcoid was made. Results of examination of the chest and 
abdomen were reported on March 20 as follows: The hilar nodes were slightly enlarged, more on 
the right than on the left side. There was also interstitial infiltration in the lower halves 
of both lungs, more conspicuous on the left side. The heart was not enlarged. The aorta was 
not prominent. The conclusion was that the picture was of bilateral hilar adenopathy with inter- 
stitial pneumonic infiltration. This could be due to sarcoidosis. 

Examination on March 23, 1950, revealed a light brown waxy nodule of the upper lip extend- 
ing into the left nostril. Dr. A. Hyman examined the section obtained from the Manhattan Eye, 
Ear and Throat Hospital and suggested stains for fat. Dr. M. Leider performed the Kveim and 
lepromin tests. Nasal smears revealed no lepra bacilli. 

The tuberculin test with old tuberculin in dilutions of 1: 10,000 and 1: 5,000 gave positive 
reactions. The Wassermann reaction of the blood was negative. Examination of the blood 
showed 4,370,000 red cells, with 76 per cent hemoglobin, and 7,300 white cells, with 72 per cent 
polymorphonuclear cells (1 per cent stab form), 26 per cent lymphocytes and 2 per cent mono- 
cytes. 

The patient received three injections of bismuth subsalicylate, after which treatment the lesion 
appears somewhat flattened. 

DISCUSSION 

Dr. ALEXANDER A. FISHER: The slides showed a group of epithelioid cells mixed with small 
round cells in the characteristic distribution observed in sarcoid. Staining for tubercle bacilli 
showed no acid-fast organisms. Ordinarily sarcoid is easily diagnosed histologically, but this 
atypical appearance and high degree of vacuolation is little known, and if not alerted one might 
miss the diagnosis. 

Dr. Morris Leer: The histopathologists make the diagnosis of sarcoid but with some 
reservation. The clinicians lean toward the diagnosis of sarcoid but consider other differential 
possibilities. Immunologic investigation revealed a normergic reactivity to tuberculin, a negative 
reaction to Kveim antigen and a positive reaction (Mitsuda) to lepromin. Sarcoid may indeed be 
the proper clinicohistopathological designation, but etiologically, as far as can be told from the 
skin tests, this condition must be leprosy, tuberculoid, to be sure. 

Dr. Davin BLoom: My clinical impression is of lymphoblastoma rather than sarcoid. 


Dr. Perry M. Sacus: Although some of the epithelial cells are vacuolated, nevertheless 
there are many giant cells, and that observation favors a diagnosis of sarcoid rather than leprosy. 

Dr. Paut NExMAND, Copenhagen, Sweden: I have seen a case of sarcoid with typical lesions 
on the nose and in the nostrils and the type of yellow tumors this patient presents. In spite of the 
typical sarcoid picture histologically, I am not convinced that this disorder is sarcoid. Neverthe- 
less, I must say that I have observed a case with such a yellow nodule in the mouth which was 
proved to be sarcoid, so that this condition may, after all, be sarcoid. 

Dr. ALEXANDER A. FisHER: At another institution a diagnosis of xanthoma was made, but 
we have ruled out this diagnosis. The roentgenogram of the chest showed changes said to be 
consistent with sarcoidosis. 
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Dermatitis Due to Aureomycin. Presented by Dr. Harry B. FEILER. 


P. S., a man aged 33, born in Puerto Rico, was seen in the Medical Clinic of the Lebanon 
Hospital in October 1949. A routine Wassermann test and subsequent serologic tests were 
reported to give positive reactions for syphilis. The patient has been in this country seven years 
and for a while was without his family. He exposed himself during that period but gives no 
history of a primary lesion or skin rash. The serologic test for syphilis performed on his wife 
also gave a positive reaction. 

The patient was referred to the Skin Clinic in October 1949 and was started on treatment 
with intramuscular injections of penicillin in oil, 300,000 units per day. After the sixth injection 
there developed a generalized papular dermatitis which cleared in four weeks. The patient then 
received two intramuscular injections of bismuth subsalicylate, followed by localized massive 
swellings with a recurrence of the dermatitis. Both conditions cleared in three weeks. At the 
end of March the patient was given 250 mg. of aureomycin every four hours. At the end of 
three weeks he presented a dermatitis of the face and hands associated with deep pigmentation 
which he claimed was not due to excessive exposure to the sun. He also showed papular lesions 
on the arms and thighs. 

Examination of the blood on April 7 showed 4,320,000 red cells, with 87 per cent hemoglobin, 
and 5,050 white cells, with 68 per cent polymorphonuclear cells, 27 per cent lymphocytes, 4 per 
cent monocytes and 1 per cent eosinophils. 


DISCUSSION 


Dr. Epwarp D, DELAMATER (by invitation) : I can only comment on several cases seen at the 
hospital in which there was apparently some sensitization to light produced with aureomycin. 
The difficulty was that when the patients were tested both as to sensitization to light and in 
attempts to reinduce the lesion with administration of new aureomycin no results were obtained. 
We assumed that it was the particular batch of aureomycin that had caused the sensitization ; 
it was actually observed in three of the five cases I saw but the causation not really proved. In 
these cases the condition did not resemble that in the case seen this evening; in them the lesions 
were erythematous and were not deeply pigmented. 

Dr. Ruvotr L. Barer: If I remember correctly, this patient received penicillin in addition, 
and there are a few reports in the literature of light sensitization following the use of penicillin. 
Unfortunately, even in proved cases of hyperpigmentation due to photosensitization, as in the 
cases of berlock dermatitis, deliberate experimental reproduction of the pigmentation cannot 
always be achieved. 


Dr. Irving D. EnRenretp: It is known that aureomycin interferes with the absorp- 
tion of riboflavin and penicillin with that of nicotinic acid. The interference of penicillin is based 
on the mechanism of light sensitivity as in pellagra. Perhaps the same mechanism is operative in 
this case. 


Dr. Harry B. Ferter: I presented this patient for two reasons. Here is a man in whom a 
dermatitis developed after the administration of penicillin; later, of bismuth, and now, of aureo- 
mycin. The last eruption differed from the previous two in that it was confined to exposed 
areas—the hands, face and neck—and was accompanied with deep pigmentation. It appears that 
sunlight was part of the mechanism which produced the dermatitis. 


Hyperhidrosis and Linear Nevus (?). Presented by Dr Davip B. BaLirn. 

Arteriovenous Fistula (?) of the Finger. Presented by Dr. Frances PAscHERr. 

A Case for Diagnosis: Bowen’s Disease of the Palm? Dermatitis Repens? Presented by Dr. ArtHuR B. HYMAN 

Verrucous Lupus Erythematosus. Presented by Dr. Jutius H. Pottock. 

A _ td Diagnosis: Lupus Erythematosus? Rosacea-Like Tuberculid? Bacterid? Presented by Dr. RUDOLF 
AER. 

Osteoma of the Right Middle Toe. Presented by Dr. Jonn Garp. 

Calcinosis Cutis. Presented by Dr. NatHan Soset. 

Juxta-Articular Nodes in a Patient with Latent Syphilis. Presented by Dr. Davip B. BALLIN. 

Lymphoblastoma Treated with Anthiomaline.® Presented by Dr. Joun Gare. 

—- of the Scalp Associated with Seborrheic Dermatitis in an Infant. Presented by Dr. Irvine D. 
HRENFELD. 

Hemolymphangioma. Presented by Dr. Apranam J. OrFuss. 

Lichen Striatus. Presented by Dr. Irvinc D, EnRENFELD, 

Monilethrix. Presented by Dr. ANprew G. Franks. 

Allergic Eczematous Dermatitis Caused by a Rubber Sponge Used for the Application of Cosmetics. Presented 

by Dr. Morris Lerper and Dr. ALEXANDER A. FISHER. 
A Case for Diagnosis: Dermatitis Herpetiformis? Pemphigus Vulgaris? Erythema Multiforme Bullosum? 
Presented by Dr. MarTIN V. BOARDMAN, 
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News and Comment 


GENERAL NEWS 


Annual Meeting of the British Association of Dermatology.—The Annual Meeting 
of the British Association of Dermatology will be held in Oxford on June 28, 29 and 30, 1951. 
Visitors will be welcome. 

The Festival of Britain is to be held during 1951, so that accommodations may be difficult to 
obtain. It is suggested that anyone who plans to attend the meeting communicate with the 
Honorable Secretary, Dr. J. E. M. Wigley, 132 Harley Street, London, W.1, England, specifying 
the accommodations desired and the anticipated time of arrival. The request should be made 
as far in advance as possible. 


Symposium on Lupus Erythematosus to Be Held at University of Minnesota.— 
The University of Minnesota announces a Postgraduate Symposium on Lupus Erythematosus, 
to be presented at the Center for Continuation Study April 5 and 6, 1951. The symposium 
is intended especially for physicians specializing in dermatology and internal medicine. A cordial 
invitation is also extended to general physicians. Distinguished visiting physicians who will 
participate include Dr. John R. Haserick, Department of Dermatology, Cleveland Clinic, Cleve- 
land; Dr. Paul Klemperer, pathologist, Mount Sinai Hospital, New York, and Dr. Louis J. 
Soffer, assistant clinical professor, Department of Medicine, Columbia University, New York. 
The remainder of the faculty will be made up of members of the staff of the University of 
Minnesota Medical School and the Mayo Foundation. The course is given under the direction 
of Dr. Henry E. Michelson. 


CORRECTION 


In Dr. L. Goldberg’s discussion of the article by Dr. Loveman and Dr. Fliegelman on 
“Lymphocytoma Cutis: Report of Two Cases” in the February issue of the Arcuives, page 182, 
Berde’s name was incorrectly given as “Berry.” 
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Obituaries 


E. WILLIAM ABRAMOWITZ, M.D. 
1885-1949 


Dr. E. William Abramowitz died June 13, 1949, at his home after a lingering 
illness. He was 63 years old. 

At the time of his death he was clinical professor at the New York Post- 
Graduate Medical School and Hospital of the New York University-Bellevue 
Medical Center. He had been connected with the former and its affiliate, the 
New York Skin and Cancer Hospital, since 1927. He was also attending 
dermatologist and syphilologist of the Israel-Zion Division of the Maimonides 
Hospital in Brooklyn and director of dermatology and syphilology at Gouverneur 
Hospital and the Jewish Memorial Hospital, New York city. 

Born in Jassy, Rumania, he was brought to New York as an infant. After 
studying engineering at Cooper Union he entered the New York University and 
Bellevue Medical College, from which he received his M.D. degree in 1907. He 
was an extern at Mount Sinai Hospital in 1908 and served as assistant house 
surgeon at the New York Lying-In Hospital that year and as house physician 
and surgeon at Har Moriah Hospital in 1909. 

In 1910 he began general practice in New York, and the following year he 
started to study diseases of the skin at Mount Sinai Hospital, where he was an 
assistant in the skin clinic for several years. In 1914 he joined the staff of the 
skin department of Vanderbilt Clinic, Columbia University, rising to the position 
of attending dermatologist. 

He was a member of the American Dermatological Association, a founder, 
past president and an honary member of the Brooklyn Dermatological Society, a 
former vice president of the Society for Investigative Dermatology, a former 
chairman of the skin section of the New York State Medical Society and a member 
of the New York County Medical Society and the American Medical Association. 
Dr. Abramowitz was a Fellow of the New York Academy of Medicine and a former 
chairman of its section on dermatology and syphilology. He was also a former 
chairman of the Manhattan Dermatological Society; a member of the American 
Academy of Dermatology and Syphilology and a former corresponding member 
of the French Society of Dermatology. He was certified as a specialist by the 
American Board of Dermatology and Syphilology in 1933. 

He belonged to the Zeta Beta Tau Fraternity. 

He was the author of more than 50 papers on skin diseases and related 
subjects. He was an ardent teacher and investigator. He lectured on pharmacol- 
ogy and drug eruptions at the New York Post-Graduate Medical School, and his 
work on dermatitis medicamentosa survives as an outstanding contribution. 

Dr. Abramowitz was a very modest and quiet man, loyal and very likable. 
He made friends easily and retained them. Early in his medical career he cultivated 
music as a hobby, became an excellent violinist and for many years entertained 
his friends with performance of the classic works for this instrument. 

Surviving are his wife, Mrs. Anne Perlman Abramowitz, and a daughter, 


Miss Florence Abramowitz. 
TsADORE ROSEN 
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HENRY MacCORMAC, M.D. 
1879-1950 


Henry MacCormac, M.D., C.B.E., F.R.C.P., died on Dec. 12, 1950, at his home 
in London at the age of 71. He had been physician to the skin department at the 
Middlesex Hospital and had long been recognized as one of the leaders of his 
specialty. A grandson of Dr. Henry MacCormac (1800-1886), physician, linguist 
and advocate of the open air treatment of tuberculosis, and a nephew of Sir William 
MacCormac, Bt. (1836-1901), five times president of the Royal College of Sur- 
geons, he was justly proud of his medical ancestors. 

Henry MacCormac was educated at Edinburgh, London and Paris. He 
graduated M.B. at Edinburgh in 1903 and proceeded to the degree of M.D. in 
1916. He became a Member of the Royal College of Physicians of London in 1909 
and a Fellow of that College in 1917. Having decided to specialize in dermatology, 
he became assistant physician to the skin department at the Middlesex Hospital in 
1911 and also a member of the staffs at the Infants’ Hospital, Vincent Square, the 
Seamen's Hospital, Greenwich, and St. John’s Hospital for Diseases of the Skin. 
In 1920 he became head of the skin department at the Middlesex Hospital. 

During the 1914-1918 war he was consulting dermatologist to the British 
Expeditionary Force in France, with the rank of lieutenant colonel, and later 
became a consulting physician to Queen Alexandra’s Military Hospital. He was 
twice mentioned in dispatches and in 1919 was appointed a Commander of the 
British Empire. From the French Government he received the Medaille d’Honneur 
de l’Assistance Publique en Argent. MacCormac was the author of numerous 
papers on skin diseases. He wrote the entire English text for the fourth edition 
of Jacobi’s well known “Atlas of Dermochromes” (1926). At the Royal College 
of Physicians he was a Councillor in 1941 and Lumleian Lecturer in 1945. His 
eminent position among British dermatologists was recognized by his election 
to the honorary membership of the Belgian, Danish and French dermatological 
societies and his corresponding membership in the American Dermatological 
Association. He was president of the British Association of Dermatology and 
Syphilology in 1942 and of the Dermatological Section of the Royal Society of 
Medicine in the period 1933-1935. 

He married in 1931 Marion Maud, eldest daughter of B. C. Broomhall, F.A.C.S., 
of Tai Yuan Mission Hospital, China, and is survived by his widow and a son. 

He was honored by his contemporaries not only because of his eminence as a 
dermatologist but also because of his qualities as a man. H.W. Barber, a personal 
friend for many years, has referred to MacCormac’s zeal for public duty, courage. 
impeccable personal and professional integrity, sense of humor and generosity. Few 
who met him failed to appreciate his gentle courtesy, and all who knew him as a 
friend mourn the loss of one who was a gentleman, in the full sense of that much 
abused term. 

He will long be remembered by those ,of his associates who hope to follow his 
example of blending the culture and manners of a former age with the efficiency 
of this present turbulent and uncomfortable century. 

R. M. B. MacKenna 
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pure crystalline antibiotic 


fanuloma Inguinal 


Herpes Zoster 


Acute Undulant Feve 
you know what it does... 
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* SOAPLESS 
DETERGENT 
Cersus Au efficient cleanser— 


MES war OFFICE 
lalphatic ester pH 65) } and CG ti 
Aa elticient cleanser foi 


the cost Maintains the acid coat and removes all adherent coatings of 


aa a foreign particles. Aliphatic ester pH6.8, which is slightly acid. 
2OAK COMPANY. INC Does not contain any free fatty acids or alkalis. 
CLEVELAND Recommended for use in cases where soap has a tendency to 


cause dermatitis or aggravate skin disorders ... does not form 
the precipitation of calcium soaps. 

Tersus has been clinically tested by dermatologists and is con- 
sidered to be comparatively free from irritating qualities. 


Write for sample and literature AD 4-51 


DOAK COMPANY, INC. cLEVELAND, OHIO 


Zon Shin Dryness 
LIQUID SKIN GROOM 


A Nen-Greasy 2uich-Drying Liquid Cream Containing 
Sesame Ol S. P. 


Especially Effective 
Afier hathing 
Gor Routine Use On Babies 


Before Aud After Exposure To The Sun 


AVAILABLE IN SIX AND TWELVE FLUID OUNCE SIZES, 
ALSO ONE GALLON CONTAINER FOR HOSPITAL USE 


SAMPLE TO PHYSICIANS IN U. S.'ON REQUEST 


Wright & Lawrence Laboratories, Inc. 


14 NORTH MICHIGAN AVENUE © CHICAGO 2 
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-SOFTENS 
CLEANSES. 


Originally developed for care of infant skin, Janice Adams Soap 
Cream is a bland, hypoallergenic cleansing agent for routine use 
with water on any dry or sensitive skin. A saponaceous emulsion of 
pure lamb oil (not lanolin); stearine, triethanolamine vU.s.P., and 
distilled water. pH approximately 7.62. Lathers with water into a 
superfatted lotion of consistency of cream, without foam. Cleanses 
effectively, yet is nonirritating. Well tblerated by many for whom the 
usual soap formulas, or synthetic detergents, are contraindicated. 
Leaves an invisible anointment of lamb oil which soothes and softens 
dry or tender skin, providing a protective film which is renewed 
at each use. 


Professional samples to physicians on request. Obtainable 
from leading dealers, or sent postpaid on receipt of $1.50 
for jar containing 3.5 ounces. Scented or unscented. 
Prepared by JANICE ADAMs LTD., 209 South State Street, 
Chicago 4, Illinois. Dealers are supplied direct, in 

original packages of 12 jars. 
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For a 


clean scalp.. 


ou HAVE undoubtedly told 

many of your patients that 
a clean scalp is as important as 
clean hands... that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 


Perhaps you have recom- 
mended the use of Packers Tar 
Soap. As a gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 


Packers also offers the ad- 
vantage of economy. Shampoos 
with this famous cake soap 
average less than a penny— 
about one-fourth the cost of 
bottled shampoos. 


PACKERS TAR SOAP, INC. 


MYSTIC, CONNECTICUT 


TO HELP YOUR PATIENTS 
AND SAVE YOU TIME 


Booklets on Eyesight 


These booklets prepared especially for the 
American Medical Association will answer 
many of your patients’ questions for you. 
Among the titles, you will undoubtedly find 
topics you've had to discuss at length with 
patient after patient taking up time that 
you could have used to treat other patients. 
Let these booklets solve that problem for 
you. 


WHOM SHALL I CONSULT ABOUT 
MY EYES? F. T. Jung. 8 pages. 15 cents. 

EYES-RIGHT ! Audrey McKeever. 14 pages. 
15 cents. 

HOW TO SAVE YOUR EYES. Cleo Du 
Bois. 4 pages. 15 cents. 

SHOULD YOUR CHILD WEAR GLASS- 
ES? J. Robert Burke. 12 pages. 15 cents. 


NEW EYES FOR OLD CORNEAL 


TRANSPLANT. Max Fine. 10 pages. 
20 cents. 

GLAUCOMA. Arthur A. Knapp. 12 pages. 
15 cents. 

CATARACT. Abram B. Bruner. 12 pages. 
15 cents. 

CONTACT LENSES. Marguerite Shields. 3 
pages. 10 cents. 


Dean Farnsworth 
15 cents. 


COLOR BLINDNESS. 
and Conrad Berens. 2 pages. 


VISUAL EFFICIENCY. Henry A. Imus. 
8 pages. 15 cents. 

WHAT TO DO FOR BLIND CHIL- 
DREN. Park Lewis. 26 pages. 15 cents. 


EYE PHYSICIANS, OPTICIANS AND 
THEIR WORK. Edward Jackson. 22 
pages. 15 cents. 


PERFECT EYESIGHT WITHOUT 
GLASSES. Meyer Wiener. 2 pages. 10 


cents. 


ONE EYE SEES EVERYTHING. Phyllis 
Duke-Elder. 2 pages. 10 cents. 


Keep a supply on hand. Available at lower 
cost for quantity purchases. Write for 
prices. 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street 
Chicago 10, Illinois 
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Acne lesions frequently occur in those skin sites which 
cannot be hidden or covered by clothing. As a result, 
feelings of inferiority and serious psychologic com- 


plications may arise in the adolescent acne patient. 


MARCELLE® FOUNDATION LOTION FOR OILY 
SKIN, for effective daytime therapy, affords the ad- 
vantages of an astringent protective with cosmetic ap- 
peal. Entirely free from oils, fats or waxes, MARCELLE 
lotion is flesh-tinted to mask unsightly lesions and to 
help banish “complexion consciousness.” MARCELLE 
Foundation Lotion for Oily Skin is also an excellent 
vehicle for the incorporation of such keratolytic 
agents as resorcinol and sulfur. Available in 2 oz. 
bottles in light, medium and dark skin-tints. Write for 
professional samples and physicians’ formulary. 


MARCELLE COSMETICS, INC. 
1741 North Western Avenue, Dept.D + Chicago 47, Illinois 


SAFE COSMETICS 


FOUNDATION LOTION FOR OILY SKIN 
astringent protective 
hypo-allergenic 
in 3 skin-blending shades 
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FOR SENSITIVE AND ALLERGIC SKINS 
: COSMETICS 
COMMITTEE 
(COSMETICS 


SPECIAL 
COMPLETE WITH 
| CONTROL BOOTH 


$1,620” 


OTHER MODELS AS LOW AS $1,37000 COMPLETE 
The Finest Superficial 


X-RAY THERAPY OF ITS KIND 


Write now gor FREE LITERATURE AND AMAZING LOW PRICES 
WE ALSO MANUFACTURE 


X-RAY PRODUCTS 


OR ATED 


CHICAGO 22, ILL. 


| 
— A COMPLETE LINE OF RADIOGRAPHIC, FLUOROSCOPIC AND DENTAL X-RAY EQUIPMENT 
J SEND FOR FREE LITERATURE | 
1140 N. WESTERN AVE. 


j isn’t necessary any more to fight down a bitter tasting 
medicine like penicillin. Simply prescribe Du/cet Penicillin 
Tablets—the little cubes that look, smell and taste like candy. 
Children think they are candy. But the penicillin is 
there—50,000 or 100,000 units of it, depending on which 
of the two available strengths you prefer—buffered 
with 0.25 Gm. of calcium carbonate. Dulcet 
Tablets are stable and have the same antibiotic 
power as equal unitage of penicillin in 
unflavored preparations. For your next little 
patient—or finicky big one—try this 
tantrum-quelling, pleasant method of 
administering oral penicillin. Pharmacies 
everywhere have Du/cet Penicillin 
Tablets in bottles 
of 12 and 100. 


Penicillin 


POTASSIUM TABLETS (BUFFERED) 


(50,000 and 100,000 units) 
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®Medicated Sugar Tablets, Abbott ® 
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For more than 
ten years, 
dermatologists in 
all parts of the 
country have 
ordered 


CREAM of SOAP 


THE COLLOIDAL SKIN CLEANSER 


in increasing 


quantities for 


their patients. 


PERSONAL LUXURIES COMPANY 
55 West 16th St, New York 11, 


Follow Current 
Developments in Pediatrics with 


the A. M. A. American Journal of 
DISEASES of CHILDREN 


Significant contributions, amply illustrated. 
Today’s practice and opinion among notable workers in pediatrics. 
Brilliant editorial leadership: Cuirrorp G. Grutee, Chief Editor, Evanston, Ill. 


H. F. Hetmuotz, Rochester, Minn. 


AMERICAN MEDICAL ASSOCIATION Oscar M. Scutoss, New York 
535 N. Dearborn St., Chicago 10, Illinois 


Please Begin My Subscription to A. M. A. American Francis Scott SMYTH Francisco 
of DISEASES of CHILDREN with the Next 


ssue. 


Rosert B. Lawson, Winston-Salem, N. C. 
Le M.D. 


STREET A. A. WeecH, Cincinnati 


James L. Witson, Ann Arbor, Michigan 
$12.00 YEARLY 
$13.50 FOREIGN $12.40 CANADIAN 
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Simplified and improved 
psoriasis therapy 


D ESPITE its disadvantages, the 
effectiveness of Goeckerman’s 
method has led many to follow his tech- 
nique of treatment of psoriasis. The 
crude coal tar suggested is messy and 
unpleasant in application. Frequently 
its use in conjunction with ultra-violet 
light requires hospitalization. 

The recently published modification* 
of Goeckerman’s method utilizes sim- 
pler routines and Wright’s Liquor Car- 
bonis Detergens in place of ordinary 
crude coal tar. 

Wright’s Liquor Carbonis Detergens 
provides the whole of the antiseptic 
virtues of coal tar without tackiness. 
It has long proved satisfactorily effec- 
tive in the treatment of psoriasis. [ts 
use is neither messy nor unpleasant 
for the patient. Ultra-violet light is 
optional. 


4. ADVANTAGES 


Send for sample 


Physicians are invited to 
send for a multiple sample of 
Wright’s Liquor Carbonis 
Detergens so that they may 
have ample personal evi- 
dence of its effectiveness. 
This sample is sufficient for 


1. More acceptable to the patient— 
easy to apply, not messy. 

2. Obviates the necessity for ultra- 
violet light. 

3. Usually avoids hospitalization. 

4. Readily compounded into many coal- 


several treatments. tar ointments and lotions. 


WRIGHT'S 


liquor carbonis detergens 


Alcoholic Solution of Coal Tar 


*Ellis, Calvin C., Wooldridge, Wilfred E., and Weiss, 
Richard S.: The Journal of Investigative Derma- 


tology, Vol. 10, No. 6, June 1948 


Distributed by E. Fougera & Co., Inc.. 75 Varick St., New York, N. Y. 
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ASS 


by a, Specialist 


You frequently recommend 

a change, doctor . . . and so do we! 
For there is nothing like a complete 
change in make-up to help a woman 
feel and look fresh and lovely. 

A trained Counselor will suggest 

a beauty treatment that your wife will 
enjoy .. . have a Beauty Counselor 
call on her at your own home. 


With Beauty Counselor preparations, 
you try before you buy. 


Beauty Counselor hypo-allergenic 
skin-care and make-up preparations 
are kind to the most sensitive skins. 
We would like you to examine 

our qualitative formulas. 

Just have your office nurse 

mail the coupon. 


Beauty Counselors, Inc. 

17108 Mack Avenue 

Grosse Pointe 24, Mich. 

Please send your qualitative formulas to: 


Grosse Pointe, Michigan 
Windsor, Canada + London, England 
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COMPLETE RADIATION RANGE 
FOR SKIN THERAPY IN ONE UNIT 


X-RAY 
CONTACT 
GRENZ 


XRM Model G-3 Bucky Therapy Apparatus [Gt@nihs 


trated). Completely mobile, minimum space require- 
ments. No installation of any type required. 


XRM Model G-3w Bucky Therapy Apparatus BYuntn 


to G-3 except tube holder arm and controls are wall 
mounted and separately installed in any desired 
location. 


BUT IF YOU WANT GRENZ RAY ALONE 


information 
upon request 


UNITS IN ONE 
—and for the price of one! 


Lincoln Building 
60 East 42nd Street 
New York 17, N.Y. 


SALES AND SERVICE FACILITIES IN 
ALL MAJOR CITIES AND COUNTRIES 


Completely mobile, minimum space 
additional _ arrangements. No installation 
of any type required. 
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prescribing pHisoderm — Modern practice includes substi- 
tution of pHisoderm, nonalkaline soapless detergent, for soap 
during the treatment of most dermatoses. Soap impairs the 
skin’s protective “acid mantle,” often causes irritation and is 
keratolytic; it is sometimes allergenic. ‘These factors may ag- 
gravate or perpetuate skin lesions. 


pHisoderm has a pH value similar to that of the skin (5.5) to 
assure preservation of its normal physiology. pHisoderm cleans 
more thoroughly than soap, is emollient, hypoallergenic and 
more effective in cleansing infectious dermatoses that are due 


modern dermatologic detergent 


DV Stoamme INC. NEW YORK 18, N.Y. » WINDSOR, ONT. 
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